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New Clini Camera C- 
easy to use asa BROWNIE 


only 


| Actual clinical experience shows the newest of our Clini Cameras is 
amazingly efhicient and easy to operate. 
With the Clini Camera C you will always get brilliant, color correct 
external eye photos, because correct aim and focus are automatic. 
Accurate exposures are predetermined. 
Only one hand is needed to operate this camera. It is lightweight 
and portable. The surprisingly economical price is only $125. 


Write for further information. 


366 POST STREET « SAN FRANCISCO, CALIFORNIA 
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Diplococcus pneumoniae (Streptococcus pneumoniae) is a Gram-positive 


2 organism commonly involved in 


lobar— and brom hopmeumonta chronik bronchitis « wmastoiditis sinusitis 
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| eee gained through over 100 years of artificial 
eyemaking enables us to produce and fit the very finest in artificial 


eyes. Glass and plastic eyes made to order or avail- 


able from stock. Eyes fitted to all types of motility implants. 


Orders filled the same day received 


fitting of Eyes sent on memorandum 
artificial eyes Liberal assortment of either glass or plastic 


Samples accurately matched 


through the mail Superior quality eyes—Finest workmanship 


since 185 


Mager and Gougelman, inc. 


- JO NORTH MICHIGAN AVENUE - CHICAGO 2, ILLINOIS 
DETROIT * CLEVELAND * KANSAS CITY * MINNEAPOLIS * NEW ORLEANS © ST. LOUIS 
NEW YORK * BOSTON * BUFFALO * PHILADELPHIA © PITTSBURGH * WASHINGTON 


PAUL GOUGELMAN COMPANY 
30 NORTH MICHIGAN AVENUE ¢ CHICAGO, ILLINOIS 
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relief 


even for the refractory patient... 


in nasal or ophthalmic allergies 


CORTICLORON 


CORTISONE plus CHLOR-TRIMETON 


STERILE SUSPENSION 
FERTILE DROPPER BOTTLE 


ormyeyiqdo Io yeseu 


anti-inflammatory -anti-allergie decongestant 
safe for the hypertensive patient 
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anti-infective 
anti-inflammatory 
@ for Anterior Segment Disorders p's 


Wherr primary infection leads to 
inflammation, or when infection 
threatens to complicate existing 
inflammation, the combined actions 
of broad-spectrum TERRAMYCIN® 
and anti-inflammatory corTRIL® 
provide a proved therapeutic 
combination for disorders of the 
anterior segment of the eye. 


Terra-Cortril 


supplied: in amber bottles of 5 ec., with sterile 

eye dropper, containing 5 mg. TERRAMYCIN 

(oxytetracycline hydrochloride) and 15 mg. 

CORTRIL (hydrocortisone acetate) per cc. of 
sterile suspension. 

TERKA-CORTRIL Ophthalmic Suspension is the 


new, ¢asy-to-write name for CORTRIL Acetate 

Ophthalmic Suspension with TERRAMYCIN 

Hydro hloride. 
*brand of oxytctracycline and hydrocortisone 


PFIZER LABORATORIES 
Division, Chas. Pfizer 4 Co., inc. 
Brookiyn 6, New York 
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Staphylococcus aureus (Micrococcus pyogenes var. aureus) is a Gram-positive organism 


commonly involved in a great variety of pathologic conditions, including 


bronchopneumonia + bronchiectasis + tracheobronchitis + and food poisoning, 


It ts another of the more than 30 organisms susceptible to 


PANMYCIN 


100 mg. and 250 mg. capsules 


Precision Vision from Every Angle 
Shuron Widesite Corrected Curve 
Lenses... either White or Tonetex ... 
give your potients clear, undistorted 
vision from edge to edge of the lenses, 
by correcting for marginal astigmatism 


within acceptable limits. 


Always and Only First Quality = 


Widesite Corrected Curve Lenses ore 
always and only First Quality. They're 


to mirror finish. No seeds, striae, bub- 
bles or other internal flaws. Correctly 


centered, with precision curves and | 
exact powers. Accurately controlled 

thickness. 

Corrected Curve Lenses x 
Specify Widesite for faithful interpre- 


tation of your Rx. A complete range of | 
Corrected Curves——in White 


and Tonetex-—from your in- CHURON 


dependent Laboratory. 


Shuron Optice! Company, inc. 
Geneva, N.Y. 
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Salmonella paratyphi B (Salmonella schottmueliers) is 


a Gram-negative organism which causes 


food poisoning + chronic enteritis + septicemia. 


It ts another of the more than 30 organisms susceptible to 


PANMYCIN 


100 mg. and 250 mg. capsules 


Upjohn 
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Only Orthogon 


otfers ftull marginal astigmatic correction 
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Only Orthogon 


is made of Bausch & Lomb Glass 


® Insist on Orthogon—the lenses that eliminate the 
effect of marginal astigmatism—the lenses which, 
in the widest available range of single-vision, ab- 
sorptive, and bifocal types, afford to all patients 
utmost clarity of vision,center to edge. 
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nu-line’ J 


Trade Mark 


| you with — 


patent pending 


truly a UNIVIS lens, born of endless Univis research 
for the improvement of presbyopic vision 


7 mm 


The Univis Lens Company, Professional Service Dept.H 
Dayton, Ohio 
I would appreciate receiving information on Univis Nu-Line 7 CVs. 


The Univis Lens Company is a leader in 
research and in product development. 
Its latest research and outstanding new 
roduct—Univis Nu-Line 7 CV—are now 
ing announced as significant aids to 
the field of visual care. 


It is impossible, in a few words, to de- 
scribe fully either the lenses or the re- 
search which makes them desirable and 
possible. 


All we'll say here is that Nu-Line 7 CV 
is a lens which offers a 23 mm. segment 
with a 7 mm. intermediate ... with 
a specially developed and patented coat- 
ing applied to segment lines replacing 
uncoated lines from which light is some- 
times annoyingly reflected. 

If you will just let us know that you want 
full details, we'll send them by return 
mail. Incidentally, 37,799 pairs of these 
lenses have already been prescribed! 


The UNIVIS Lens Company / Dayton, Ohio 
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for accuracy... 


for 


for 


LENSOMETER gives the critical 
accuracy you need over the entire 
range of measurements. 


dependability ... 


LENSOMETER has the superior 
design, workmanship, and ma- 
terials to stand up under long, 
hard usage that would often 
cause less accurate devices to be- 
come inoperative. 


convenience... 


LENSOMETER is easy to read, 
simple to operate, requires no 
involved calculations. 


versatility... 


LENSOMETER accommodates 
high or low Rx in single vision, 
bifocal, trifocal or cataract lenses. 


LENSOMETER 


Oaly American Optical Company 
makes the LENSOMETER. For 
complete satisfaction now and in the 
years to come, accept no substitutes. 
A convincing demonstration of LEN- 
SOMETER superiority will gladly be 
arranged by any AO Branch Office. 


American Optical 
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Proteus 25,000 x 


Proteus vulgaris is a Gram-negative organism commonly involved in 
urinary tract infections + septicemia 


peritonitis following low perforation of the gut. 


It is another of the more than 30 organisms susceptible to 


PANMYCIN 


100 mg. and 250 mg. capsules 
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NEW... 
PATON EYE SHIELD 


R. TOWNLEY PATON, M.D., New York City 


E-5680 Eye Shield, PATON: double, formed plastic, 
dark green, will not absorb moisture, very. 
light weight, ventilated. Also available 
without perforations. Complete with ribbons 
which can be replaced easily. Can be cut 


Ready for mailing . . . 1954 Issue with scissors for single application or for 

of Storz Eye Instrument Catalog individual fitting. 

showing newest developments. Each 0.60 
Doz. 6.00 


Sterilizer 
..- Hot Air 


1. Constant temperature 
2. Forced circulation 
To assure even temperature 


3. Well insulated, 


Economical 


4. Fully automatic 


To eliminate corro- 
sive damage to sharp, delicate eye 
instruments so frequent in boiling, 
autoclaving, and some cold steri- 
lizing agents. 


on rw temperature of hot air sterilization is still 
well below point at which temper of 3 instru- 


ments would be affected. Sterilizer is fully auto- 42/16" 
matic and includes automatic interval timer, 5 5/16" = 10%". The sterilising 
visual dial and indicator light. 10%" x 6%" deep, The overall 
Forced circulation assures even temperature on 
all shelves. Efficient insulation assures safe ex- 14%”. The weight is 41 pounds. 
ternal temperature and economy of operation. 

Price $225.00 


Storz Instrument Company, 4570 aupuson ave., St. Louis /O, Mo. 
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Er ‘rythrocin: Lactobionate, 1", 


OPHTHALMIC OINTMENT 


Recommended: in coccic infections 
in trachoma 


Recommended: in in fections produced by resistant 
organisms 


Clinically tested, ERyYTHROCIN Lactobionate Ointment is highly 
effective against staphylococcic, pneumococcic and streptococcic 
infections of the eye—and in trachoma. Also indicated for trial 
when the organism resists other antibiotic ointments. ERYTHROCIN 
Lactobionate, 1%, Ophthalmic Ointment is available in boxes 
of 12 %-oz. tubes, with a tip suitable for instilla- 

tion of the ointment into the conjunctival sac. Obbott 


* Erythromycin Lactobionate, Abbott 
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STERILE BUFFERED MIOTIC SOLUTIONS 
for 
GLAUCOMA THERAPY 
in Methyl Collulose 
supplied in “DROP-TAINER”’ 
é 
2% 
4% 
5% 
Alcom 


lococcws faccalis 35.000 x 


Streptococcus faecalis is a Gram-positive organism commonly involved 
in a variety of pathologic conditions, including 


urinary tract infections + subacute bacterial endocarditis + peritonitis. 


It 1s another of the more than 30 organisms susceptible to 


PANMYCIN 


100 mg. and 250 mg. c s 


‘Upjohn 
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GE in Here: 
‘THE BERLINER CATARACT VACUUM PUMP 


This perfectly safe and handy instrument has been designed by Dr. Milton L. 
Berliner, of New York City on the principle of Dr. Barraquer. It has been re- 
ceived with great enthusiasm by many leading surgeons. The amount of suc- 
tion is easily adjustable to the desired volume. Each instrument is individually 
constructed and requires practically no maintenance. The metal parts are 
either aluminum or stainless steel. The instrument is completely silent and 


. vibrationles#. AC or DC may be used. Delivered in sturdy, handsome carrying 


Unique 
GOLDMANN SLIT LAMP 


® One Arm Control 


¢ Hruby Lens for Fundus Exam- 
ination 


® Many Other Advantages 


U.S. Agents Also for: 
Perimeters, Ophthalmometers and 


Other Ophthalmological Equip- 


Can Be Mounted on B & L or AO 
Stands. 


Trede in Allowance for Poser and Universal Lamps 


ALFRED P. POLL 


T 
46 West 35th Street, New York 19, .¥. 
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WHAT’S SO different 
WALI: 
So” EYE 


SOLUTIONS? 


They Are The Only Solutions 

Formulated By Robert R. Feinstein and Research Associates* 
Who Were The First to Develop Sterile Buffered Eye Solutions 
To the Benefit of American Ophthalmology. 


They are Constantly Improved Through Continuous Research, 
Clinical Test and Consultation with Leading Ophthalmologists 
Throughout the World. 


* Reprints from Literature on Ophthalmic Solutions by Robert R. Feinstein Research Associates Avail. 


able on Request. 


¢ They Are Contained in Autoclavable, Non-Porous Glass and Rubber— 
At Present The Only Packaging Materials Proven Safe for Sterile Thera- 
peutic Eye Solutions. 

¢ They Are Low in Cost. 

* They Are the Best. 


PRESCRIBE AND USE sTERILE BUFFERED 
MIOTICS, MYDRIATICS, ANESTHETICS, EMOLLIENT 


Jast Pin This To Your Letterhead and Mail 


OBTAINABLE PROMPTLY 
OPHTHALMOS, INC., Union City, N.J. 


In U.S.A. from: 
OPHTHALMOS, INC. Please send me the following: 
Union City, N.J. 
[] Reprints from Reports by Robert R. Feinstein Research Assoc. 
in Canada from: 


[) Details on Ophthalmos Solutions for Prescription and Office Use. 


C) Details on Ophthaimos Solutions in the Steridroppa for Operating 
Room Use. 


PROFESSIONAL SALES CORP. 
5333 Queen Mery Rd. 
Montreal, 
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Perspex lined lead shells in the form of a contact lens afford the 
eye complete protection when treating parts very close to the eye 
with X-rays or rays from radio-active substances. By drilling a 
small hole in the shell it is even possible to carry out localised 
treatment of a lesion on the sclerotic without exposing the cornea 
and other parts of the sclerotic to the harmful effects of the 
radiations. The set of lead shells illustrated comprises six sizes for 
both right and left eyes. Smaller cases and single shells are also 
available. Price, complete in case — $97.30. 
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| Whenever ophthalmic surgeons get together & ophthalmoscopes 
are discussed, the "PANTOSCOPE” is sure to be mentioned. 


It is in the difficult case—small pupils—cloudy media—detailed 
examination of the macula when the ordinary ophthalmoscope 
fails—that the "PANTOSCOPE" takes over. 


KEELER OPTICAL PRODUCTS, INC. 
617 S. 52nd St., Philadelphia 43, Pa. 
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in ophthalmolog 


© physiologically active 
® exceptionally well tolerated | 
© buffered for sability 

@ sterile and bacteriostatic 


camperprool - sealed 
© and dated 
2%, 
Atropine Sulf. HCl. 
For dependable effective 


my- 
driesis and cycle-. tolerated iso- 
plegia. 


‘ a ® 
OF 
STERILE 
each « sui 
The 1S$0-SOL Ceo., Inc., Brooklyn 17, N.Y Write for a descriptive 
Distributors; Montreal, Panama City list of off 150-501 prodvets. 
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A Complete 
MULTIFOCAL SERVICE 
for the 
EXPANDING NEEDS 
of the 
PROFESSIONAL MANI 


VISION-EASE DUAL-D SEGMENTS 
bifocal-over-bifoca! or trifocal 


VISION-EASE BIFIELD BIFOCALS 
vitra-large segments to 46mm 


VISION-EASE CATAREX D BIFOCALS 
lenticular straight-top, 16mm 


VISION-EASE CATAREX SET 
temporary catoract bifocals 


VISION-EASE 


CORPORATION 
Saint Cloud, Minnesota 


VISION-EASE D 
BIFOCALS 
straight-top, 20, 22mm 
VISION-EASE 
BIFOCALS 
straight-top, 28mm 
VISION-EASE C 
BIFOCALS 
curved-top, 20, 22mm 
BIFOCALS 
9mm ribbon, 22mm 
VISION-EASE 
BIFOCALS 
l4mm ribbon, 22mm 
| 
y | 
\ TRIFOCALS 
\ | straight-top, 22, 26mm 
tH} | 
| 
| 
| 
VISION-EASE 7mm 
TRIFOCALS 
straight-top, 23, 
VISION-EASE 8mm 
straight-top, 22, 28mm 
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RAPID ACTION RAPID ACTION 


A TIME SAVER IN CYCLOPLEGIA AND MYDRIASIS 


A new, virtually non-irritating cycloplegic-mydriatic compound with 
marked advantages in rapidity of action (30-60 minutes), depth of depression of 
accommodation, and promptness of recovery ... 12-24 hours without a miotic... 


CYCLOGY Le 


Hydrochloride 
brand of CYCLOPENTOLATE hydrochloride 
Effective in cases of darkly pigmented eyes normally refractory to cycloplegics,; CYCLOGYL 


Hydrochloride does not appreciably affect intra-ocular pressure, and may be used with safety in 
all age groups. It “may successfully replace, or will certainly be a useful adjunct, to the use of 


homatropine and even atropine for routine office refraction.’” 


Write for literature 


CYCLOGYL (Hydrochloride) Available in 0.5% and 1.0% Solution, in 15 cc. Bottles; 1.0% Solu- 
tion, in 2 ec. Bottles 


Go., prormoceusical ond research laborotories since 1794 
18 Cooper Square, New York 3, N. Y. 


1. Gettes, B. C., and Leopold, 1. H.: A. M. A. Arch. of Ophth. 49:24 (Jan.) 1968. 
2. Gtolsar, L H.: Am. J. Ophth. 86:110 (Jan.) 1968. 
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DOCTOR—YOU'LL GET PERFECT FUSION THROUGH THIS 


new Goldmann slit lamp 


BY HAAG-STREIT 


THE OPTICS ARE 
UNEXCELLED 


A single control handle (joystick type) permits instant adjustment, either 
gross or minute, in any direction. 
The elevation control is located near the “joystick” so that all 
adjustments are made with one hand, leaving the other hand free for 

working on patient's eye. 
When the microscope is perfectly focused, the slit beam is also perfectly 
focused in the center of the field of observation. The optical section 
remains adjusted when changing plane or area of examination. 
3 magnifications available (up to 40X). Brilliant illumination with very 
convenient slit adjustment —with a 2 volt overload available. 
(8 volt total). 
Using accessories, it is possible to examine the fundus and get 
a true optical section and to do Slit lamp gonioscopy with patient 
seated at a normal Slit lamp installation. 


measure and im the eye 
Che FLOUSE Of VISION Ine. 
30 NORTH MICHIGAN AVENUE + CHICAGO meter 
MILWAUKEE « MINNEAPOLIS « DES MOINES pointer for teaching and clinical use. 


‘ 
Standard Accessories : 

Goldmann Reduction Priem IMluminated Firation Device 
Hruby -55 Diopter Lens for fundus examination 
Contact for fundus examination 
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A balanced combination of 


decongestant, astringent and antiseptic, 
OpH promptly soothes 
minor ocular irritations. 


OpH formula: 
Neo-Synephrine” hydrochloride (0.08%) 
zine sulfate (0.06%) 
boric acid (2.2%). 


Supplied in new, handy individual dropper bottles 
(10 cc.) which prevent dropper contamination. 


as , a 
% 
is steri 
Oph is sterile, 
buffered and 
isotonic with tears. 
J 
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in prescription type package. | 
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A METHOD FOR PARTIAL AND TOTAL UPPER 
LID RECONSTRUCTION 


NorMawn L. Curier, M.D. 
Wilmington, Delaware 
AND 
Croweit Bearp, M.D. 
San Jose, California 


There have been few satisfactory methods 
devised to reconstruct the upper lid. This ts, 
in part, due to the structure and function of 
the upper as contrasted with the lower lid. 
Whereas the upper lid has a tarsal plate 
seven- to eight-mm. wide available for the 
Hughes’ type procedure for transfer to the 
lower lid, the lower lid has only a five-mm. 
tarsus available in reversing the procedure 
for the upper lid. Reconstruction procedures 
such as Spacth’s which are used only in 
anophthalmos have their limitations. 

Hughes has recommended a multiple- 
stage upper-lid recorfstruction in which the 
full thickness of the lower lid is first 
stretched upward to cover the defect. The 
skin layer is allowed to retract at the next 
stage, and the defect is covered with a full- 
thickness graft. Next, a free tarsoconjunet- 
val graft is taken from the upper lid of the 
other eye, and the posterior layer of the 
lower lid is allowed to return to its normal 
position. The levator muscle ts attached to the 
new upper lid at another stage. Lashes are 
yrafted at still another stage, and the new 
hid ts detached fram the lower led to form the 
palpebral aperture at the final operatven 

twe stage for the of 


the procedure can be used when the eve is 
present or absent. 

This procedure has been used on 12 cases 
both with and without the eye present. It has 
been used in both partial and complete recon- 
struction of the upper lid. Photographs of six 
representative cases are presented (figs, 2, 


3, 4, 5, 6, and 7). 
(OPERATIVE PROCEDURE 


The defect of the upper lid is first pre 
pared by a wide excision of the tumor mass 
or the freshening of any epithelized border 
in traumatic or congenital cases (fig. 1-A), 
In so far as possible, the defect should be 
shaped in a rectangular fashion with two 
vertical incisions and a joming horizontal 
one. The entire tarsus and lid tissue well up 
into the fornix may be removed if necessary 

Next a horizontal incision is made through 
the full thickness of the lower lid just below 
the infersor border of the tarsus (fig 
This minersson is made parallel to and approx: 
mately as long as the horivental aepect of 
the upper ted defect. Prom the two code of 
the om the hewer bed wert: 
cal are the fall 
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improved £ 


A balanced combination of 
| decongestant, astringent and antiseptic, 
OpH promptly soothes 

minor ocular irritations. 


OpH formula: 
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A METHOD FOR PARTIAL AND TOTAL UPPER \ 
LID RECONSTRUCTION V 


NorMAN Cutter, M.D. 
Wilmington, Delaware 
AND 
Crowett Bearp, M.D. 
San Jose, California 


There have been few satisfactory methods 
devised to reconstruct the upper lid. This is, 
in part, due to the structure and function of 
the upper as contrasted with the lower lid. 
Whereas the upper lid has a tarsal plate 
seven- to eight-mm. wide available for the 
Hughes’ type procedure for transfer to the 
lower lid, the lower lid has only a five-mm. 
tarsus available in reversing the procedure 
for the upper lid. Reconstruction procedures 
such as Spaeth’s which are used only in 
anophthalmos have their limitations. 

Hughes has recommended a_ multiple- 
stage upper-lid reconstruction in which the 
full thickness of the first 
stretched upward to cover the defect. The 
skin layer is allowed to retract at the next 
stage, and the defect is covered with a full- 
thickness graft. Next, a free tarsoconjuncti- 
val graft is taken from the upper lid of the 
other eye, and the posterior layer of the 
lower lid is allowed to return to its normal 
position. The levator muscle is attached to the 
new upper lid at another stage. Lashes are 
grafted at still another stage, and the new 
lid is detached from the lower lid to form the 
palpebral aperture at the final operation. 

The procedure to be described here is a 
simple two-stage procedure for the repair of 
any size colobomas up to and including a 
complete upper lid where the insertion of the 
levator muscle remains. The skin and mu- 
cous membrane are carried in one flap, thus 


lower lid is 


the procedure can be used when the eye is 
present or absent. 

This procedure has been used on 12 cases 
both with and without the eye present. It has 
been used in both partial and complete recon- 
struction of the upper lid. Photographs of six 
representative cases are presented (figs. 2, 


3, 4, 5,6, and 7). 


(OPERATIVE PROCEDURE 


The defect of the upper lid is first pre 
pared by a wide excision of the tumor mass 
or the freshening of any epithelized border 
in traumatic or congenital cases (fig. 1-A). 
In so far as possible, the defect should be 
shaped in a rectangular fashion with two 
vertical incisions and a joining horizontal 
one. The entire tarsus and lid tissue well up 
into the fornix may be removed if necessary. 

Next a horizontal incision is made through 
the full thickness of the lower lid just below 
the inferior border of the tarsus (fig. 1-B). 
This incision is made parallel to and approxt- 
mately as long as the horizontal aspect of 
the upper lid defect. From the two ends of 
the horizontal incision in the lower lid verti- 
cal cuts are made through the full thickness 
down to the lowest point in the inferior for- 
nix. The conjunctiva, muscle, and skin of 
the rectangular flap thus formed remain con- 
nected at its upper edge by connective tissue. 
Through the vertical cuts the skin of the 
base of the flap is undermined well down onto 
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Fig. | (Cutler and Beard). Steps in the operative procedure, (A) Excision of tumor mass or freshen- 
ing of any epithelized border. (B) A horizontal incision is made through the full thickness of the lower 
lid just below the inferior border of the tarsus. (C) The flap is sutured into the defect in the upper lid. 
(D) This represents the intermediate stage. (E and F) represent steps in the second stage. (E) The flap 
is divided through its thickness. (F) The conjunctival and skin edges are joined along the new upper lid 
margin. 
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Fig. 2 (Cutler and Beard). Drawing, showing the preoperative condition of patient in Figure 3. First 
stage (A and B). Second stage (C). The lower drawings are diagrammatic sagittal sections to show the 


tissue relationship. 


the cheek. This enables the flap to be freely 
mobilized. The conjunctiva is also under- 
mined and freed. 

The two corners at the upper edge of the 
flap are fixed by means of silk traction su- 
tures. These are carried beneath the undis- 
turbed portion of the lower lid which now 
forms a bridge. The flap is stretched upward 


behind this bridge and is sutured into the 
defect in the upper lid (fg. 1-C). This can be 
done in two layers as follows: 

Running 6-0 silk sutures are used to fix the 
conjunctival layer. The free ends of these 
sutures are brought out through the skin and 
locked. They can be removed easily. The skin 
closure 1s done with interrupted silk sutures. 


Fig. 3 (Cutler and Beard). (A) Preoperative appearance. A traumatic 
coloboma of the upper lid. (B) Final appearance. 
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Fig. 4-A and B (Cutler and Beard). (A) Preoperative appearance. Traumatic coloboma. (B) Inter- 


mediate stage with flap in place. 


Fig. 4-C and D (Cutler and Beard). (C) Muscle hook under bridge of lower-lid tissue. (DD) Immediate 


postoperative condition. f 


The raw edge of the bridge is closed by 
means of interrupted sutures joining con- 
junctiva and skin, 

It is surprising how little tension is exerted 
on the flap sutures. There seems fo be ade- 
quate excess tissue in the lower fornix to fill 
a large upper lid defect in most patients, 

A strip of vaseline gauze is placed between 
the bridge and flap. Small rolls of vaseline 
gauze are placed above and below the bridge 


to prevent undue pressure upon it and a 
mechanic’s waste or gauze fluff pressure 
dressing is placed over the operative site. The 
dressing is left undisturbed for five or six 
days at which time it is changed and alternate 
skin sutures are removed. 

In another three or four days the remain- 
ing skin sutures and the running conjunctival 
sutures are removed. The area is now cared 
for by merely covering it with a light gauze 
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Fig. 5A (Cutler and Beard). Congenital coloboma 
of right upper lid, preoperative appearance 


dressing. The conjunctiva of the bridge may 
be protected by a vaseline gauze strip placed 
beneath it and changed daily. Some of our 
patients have neglected this and no untoward 
effects have been noted. 

The intermediate stage is represented by 
Figure 1-D. 

After a period of about two months the 
second stage is done. The bridge is repre- 
pared by a knife incision separating the pre- 
viously united conjunctiva and skin. The 
bridge is retracted downward with a muscle 
hook and the new upper lid margin is marked 


on the skin of the flap with methylene blue 
or ink. This line should be curved downward 
slightly from a line joining the inner and 
outer canthi. 

Using Stevens scissors the flap is divided 
through its thickness along the line (fig. 
1-.). The conjunctival and skin edges are 
joined with interrupted sutures along the new 
upper lid margin (fig. 1-F). With very little 
manipulation the remainder of the flap re- 
tracts and is easily sutured to the lower 
border of the previously prepared bridge. 
This is done in two layers, the conjunctiva 


Fig. 5B (Cutler and Beard). Postoperative condition of patient shown in 5A 
two and one-half years later. 
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Fig. 6 (Cutler and Beard). (A) Basal-cell carcinoma of upper eyelid. (B) Intermediate stage. 
(C) Postoperative condition with eye open and closed. 


| being closed with a running silk suture and pleted at this point. If there should be a 
| the skin with interrupted silk sutures, All slight notching of the upper lid where the 
sutures can be removed in five to seven days. graft joins the remaining tarsus, this is easily 

In most cases the reconstruction is com- repaired by a Wheeler halving type opera- 
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Fig. 7 (Cutler and Beard). (A) Loss of upper eyelid from extensive surgery for squamous-cell carcinoma. 
(B) Intermediate stage. (C and D) Postoperative condition with eye open and closed. 
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Fig. 8 (Cutler and Beard). (A) Traumatic loss of upper eyelid. (B) Intermediate stage. 
(C and D) Postoperative condition with eye open and closed, 


tion. Sometimes there is retraction of the 
scar at the skin closure on the lower lid. This 
can be leveled by excising or undermining the 
scar at a later date. We have not transplanted 
lashes in any of the cases operated by this 
method. However, it could be done by the 
usual technique, either as an intermediate 
procedure or following the last deseribed 
stage. 

We have not noted any ill effects from the 
failure of the upper lid graft to contain sup- 
portive tissue in the form of tarsus or carti- 
lage. The transplanted tissue seems to contain 
enough scar tissue to be firm and to conform 
well to the contour of the cornea. We have 
not found it necessary to isolate the levator 


muscle and reattach it in any case. No cases 
of ptosis have resulted. 


SUMMARY 


A method of upper lid reconstruction 
which can be done in two stages and which 
can be used in the presence of either an arti- 
ficial or seeing eye 1s presented, It utilizes a 
full-thickness flap of lower lid, mobilized 
and carried upward beneath a bridge of the 
lower lid margin, to fill the defect ‘n the 
upper lid. It does not require the use of car- 
tilage or tarsal grafts. 


1300 North Harrison Street (6). 
220 Meridian Road (26). 
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OPHTHALMOLOGIC VASOMOTOR NEUROSES: A RESUME* 
F. L. Kocn, M.D. 


Bronsville, New York 


Vasospasticity, whether idiopathic or initi- 
ated by an inflammatory agent, occurs periph- 
erally in certain syndromes and is mani- 
fested so definitively in some instances that 
it may be considered as a vasomotor neurosis 
or, more accurately, as angioneurosis in the 
organic sense of the term. 

Regulation of vasomotor activity, expres- 


sions of emotions, and mediation of the deli- 


cate involuntary adjustments that must ob- 
tain between the internal and external bodily 
environments are among the many activities 
of the autonomic nervous system that are 
under the control of the hypothalamic region. 

Normally, this region is at least partially 
subject to cerebral influence; for example, 
even slight stimulation of a center immedi- 
ately lateral to the infundibulum will pro- 
duce pupillary dilatation through the sympa- 
thetic fibers, as well as involuntary widening 
of the palpebral aperture, together with re- 
traction of the nictitating membrane, Ex- 
perimentally, in the laboratory dog, trauma 
(such as only a*small tranverse incision) 
just posterior to the infundibulum will pro- 
duce persistent systemic hypertension, with 
marked labile response to various stimuli; 
accordingly, it is evident that trauma of all 
types may very well affect hypothalamic ac- 
tivity. 

Partial or complete release of hypothala- 
mic control over the normal activities of the 
autonomic nervous system will result in’ ab- 
normalities of its physiology and may even- 
tuate in irreversible pathologic alterations, 
either local or systemic. Release from vaso- 
constrictor control, for example, may account 
for retinal venous engorgement sequential to 
sympathectomy. Presumably, the greater the 
integrity of the cerebral cortex (especially 
frontal) the less is it probable that hypothala- 
mic trauma, whether functional or organic, 


*From the Lawrence Hospital. 


will result in independent and unregulated 
activity of the general vasomotor centers in 
the medulla and in the spinal cord. 
Intraocular vascular contractility—arte- 
rial, arteriolar, capillary, and venular—is 
influenced reciprocally through a nervous 
and a cyclically chemical mechanism that 
normally maintains the small vessels in a 
state of tonicity. The nervous control already 
has been discussed. The chemical control ts 
governed by pituitrin and adrenalin acting 
as vasoconstrictors in antagonism to the 
vasodepressor substances produced locally in 
liver and skeletal muscle cells and typified 


‘by histamine, or histaminelike substances, 


secondary to tissue anoxia. Thus, the “triple 
response” produced by these substances re- 
sults in primary and local dilatation of the 
minute vessels, increased capillary permeabil- 
ity, and widespread dilatation of neighboring 
arterioles. 

Dysfunctions of the autonomic nervous 
system not infrequently come to the attention 
of the ophthalmologist since the distribution 
of vasoconstrictor fibers of the sympathetic 
system includes ramifications to all cerebral 
and retinal arterioles. Thus, as expressive of 
autonomic instability, certain entities are es- 
sentially outstanding while others do not lend 
themselves as readily to interpretation from 
an ophthalmologic standpoint. The most fre- 
quently encountered syndromes are presented 
in brief. 

MIGRAINE 


The varied symptomatology of this com- 
mon paroxysmal malady of unknown eti- 
ology usually is characterized in varying de- 
gree by visual disturbances, nausea with 
vomiting, and unilateral cephalalgia. The 
associated scotoma is homonymous, lumin- 
ously scintillating, and effects incomplete 
hemianopic obscuration of the field of vision. 


_ The pyrotechnics usually are quite transient 
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but may persist for as long as 90 minutes, 
although fading of the obscuration may re- 
quire hours before normal visual acuity is 
restored. The scotoma usually interferes 
markedly with vision and may appear in a 
fantastic variety of bizarre patterns. 

‘Extraocular muscle paresis may occur as 
a motor manifestation, as may transient 
hemiplegias or monoplegia of the upper ex- 
tremity, and usually sequential to pares- 
thesia. These motor symptoms are less com- 
mon than the sensory. Paresthesia of the 
face, or of the extremities, may accompany 
or follow the headache and slowly progress 
from the periphery centrally. Disordered 
speech and temporary impairment of mem- 
ory are more common than paresthetic oc- 
currences. Paramnesia has been reported. 
Severe giddiness and vertigo are often in- 
capacitating. 

Grayish facial pallor with cold extremities 
may mark acute vasomotor instability in 
migrainous episodes. The temporal artery 
may be hard and palpable bilaterally during 
the initial phases of the attack, and may be 
followed by hyperhidrosis, congestion, and 
edema of the face, frank temporal artery 
pulsation, and, infrequently, subconjunctival 
hemorrhages. Mild edema of the optic nerve 
head may follow the rarely observed retinal 
angiospasm. 


ANGIOSPASM (AMAUROSIS FUGAX) 


Obscurations of vision, whether transient 
or resulting in permanent defects, only rela- 
tively recently have come to be accepted as 
angiospastic in origin, although the etiology 
seldom is specifically determinable since 
vasospasticity obviously is not demonstrable 
at autopsy. 

Angiospasm, whether or not considered in 
the older sense of amaurosis fugax, may 
occur in a relatively large main distribution 
artery such as the central artery of the 
retina, or in one or more of its retinal arteri- 
olar branches, or even be localized in a 
single minute segment. Visual function will 
be impaired proportionately. 


Diagnostically, it is*not always immedi- 
ately possible to determine the extent of 
vasospasticity and the degree of functional 
deterioration since, in local, or even in more 
generalized attenuations, there may be no 
known organic etiology; cardiovascular ir- 
ritability (autonomic instability) in young 
persons, however, and organic vascular dis- 
ease elsewhere in the middle aged or the 
elderly are the most common causes. The 
former, also, may result in hyperhidrosis, as 
well as reductions in temperature of the 
fingers and toes; subjectively, there may be 
other associated evidences of vasomotor in- 
stability such as migraine, 

Conversely, insidious progressive depres- 
sion of central visual acuity may be due to 
angiospasm of the smaller arterioles of the 
macular area, but local retinal edema of the 
arteriolar region will distinguish this entity 
of central angiospastic retinopathy from the 
mild, or merely suspected, nonorganic angio- 
spasm encountered in true amaurosis fugax. 


CENTRAL ANGIOSPASTIC RETINOPATHY 


Premacular retinal ischemic edema, in one 
or both eyes, is characteristic of this entity 
of unknown etiology. It may be an isolated 
disease, or sequential to a specific and local- 
ized toxic process. 

This macular capillary disturbance has 
been designated by at least 10 different terms. 
All of these are descriptive to a degree ; how- 
ever, local ocular and systemic neurologic 
abnormalities of the physiology involved are 
inherent in the terms applied to this disabil- 
ity. 

Central serous retinopathy also may be 
applied to this condition which will occur in 
one or in both eyes in young men who pre- 
sent a clinical picture of “vasomotor diathe- 
sis,”’ or in the autonomically unstable person, 
whether male or female ; in fact, this instabil- 
ity is believed to constitute the only truly 
constant factor in all instances of central 
angiospastic retinopathy. 

Exclusive of the ophthalmologic findings, 
these persons present peripheral vascular 
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changes associated with symptomatology of 
sensitivity to cold, cyanosis of hands, pallor 
of hands, hyperhidrosis, cold hands, and 
generalized nervousness such as that which 
might be manifested on confrontation with 
anticipatory problems. 

Ophthalmologically, visual acuity is im- 
paired in one or both ,eyes according to 
whether one or both is affected by the central 
ischemic edema. This edema, correspond- 
ingly, will result in a central scotama of vary- 
ing degree of density. Headache, of a causal- 
gic.or sympathalgic type, may be frontal, 
bilateral, orbital, unilateral in the locations 
mentioned, or, rarely, may be absent. Meta- 
morphopsia may be, and usually is, present in 
the majority of these instances. Visual func- 
tion will vary diurnally as well as with the 
degree of edematous macular involvement. 

Ophthalmoscopically, the macular area, 
and usually also the areolar area, will present 
a variety of color changes, edema, pigmenta- 
tion, and, if the pathologic or morbid process 
has continued for an appreciable length of 
time, perhaps for many months, the fovea 
and foveal reflex will be replaced by a small, 
oval, or round, sharply demarcated, red, deep 
hole. In general, the grayish edema will give 
way to pigmentation, exudation, granulation, 
and, ultimately, a hole, although early obser- 
vation may reveal nothing more than a 
bright halo reflex and grayish edema. 


COMMOTIO RETINAE 


Contusion retinopathy, blast concussion, 
and solar retinitis, the three conditions classi- 
fiable under this term, exhibit retinal changes 
sequential to localized -vasospasm resulting 
from a contusive, concussive, or thermal 
cause, respectively. 

Ophthalmoscopically, they are similar and 
vary only in degree; in fact, differentiation 
may be impossible, without an adequate his- 
tory, from central angiospastic retinopathy, 
or even Raynaud's disease. 

There also may be present in all of these 
three types of commotio retinae persistent 
orbital pain, diffusely nagging or boring in 


type. The observable macular edema may be 
so minimal as to be difficult to see, or it may 
be frank, or even so marked as to present 
vivid milky clouding of the retina. The latter 
may appear somewhat translucent, thicker, 
and be finely granular with minimally dis- 
cernible radiating reflexes. 


RAYNAUD'S DISEASE 


The cause of this relatively uncommon 
peripheral vascular disease is unknown ; how- 
ever, it is seen most often in young indivi- 
duals with hyperirritable nervous constitu- 
tions, Cyanosis, or pallid asphyxia, is sequen- 
tial to symmetrical circulatory stasis in the 
hands and feet, and results from tonic con- 
traction of the smaller arteries. Spasm is 
intermittent and occurs following exposure 
to cold or emotional stmuli. Hyperhidrosis 
frequently is present. The larger arteries 
continue to pulsate normally. 

Retinal angiospasm occurs only rarely in 
Raynaud's disease. Ophthalmoscopically and 
functionally, it may closely simulate central 
angiospastic retinopathy. Intermittent con- 
striction may occur in one or more of the 
tributary retinal arterioles segmentally or 
throughout the entire course of the vessel 
involved. 

Retinopathy, as such, may occur but usu- 
ally then only in association with previously 
existing systemic hypertensive retinopathy. 
Ischemic edema, centrally or locally, else- 
where in the retina is the usual sequel of 
arteriolar vasoconstriction and, except in the 
presence of arteriolosclerosis, permanent 
damage does not follow unless the attacks 
are of long duration. Choroidal anemia with 
destructive retinal lesions together with 
localized complete anemia has been observed 
in this disease. 


THROMBOANGHTIS OBLITERANS 
( BUERGER’S DISEASE ) 

This peripheral vascular disease of un- 
known etiology, inflammatory or noninflam- 
matory in type, affects the deeper and larger 
arteries and veins almost exclusively in males 
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of middle years. Arteriosclerosis obliterans 
and endarteritis obliterans present similar 
manifestations ; however, the former occurs, 
for the most part, in elderly patients of 
either sex who suffer from generalized 
arteriosclerosis while, in the latter, the smal- 
ler vessels are usually affected. 

Buerger’s disease is characterized by pain 
and tenderness of varying degree in seattered 
areas of the skin and subcutaneous tissues 
‘of the lower extremities together with numb- 
ness and coldness, lack of a peripheral pulse, 
trophic disturbances, edema,, cyanosis, and 
dry painful areas of gangrene. Sudden death 
occurs most commonly from occlusion of a 
coronary or of a cerebral vessel. Histologi- 
cally, fibroplasia between the elastica and the 
endothelium results in vascular narrowing 
and eventual obliteration of the lumen. 

The retinal vasculature, in whole or in 
part, of one or of both eyes, may undergo 
gradual involvement by endovasculitis and 
perivasculitis to the point of frank retinop- 
athy and vascular obliteration with attend- 
ant depression of visual function. Canaliza- 
tion of a thrombosed vessel may eventuate, 
but hemorrhage into the vitreous is not 
uncommon and frequently will result in re- 
tinitis proliferans with subsequent deteriora- 
tion if visual acuity. j 

Embolism, endarteritis, and arterial throm- 
bosis may be impossible to differentiate, es- 
pecially in their later manifestations; how- 
ever, the history and the presence of local 
or systemic vascular disease will be helpful 
in diagnosis. Cephalalgia, orbital aching, and 
secondary glaucoma are not uncommon, and 
vague gastric distress may occur reflexly. 


DIFFERENTIATION AND COMMENT 


The futility of defining with exactness 
the entities to be included under the general- 
ized heading of vasomotor and/or trophic 
disturbances will be apparent to those who 
consult the available literature. It has been 
indicated earlier in this section that auto- 
nomic instability, while most probably in- 
heritable, is modified by internal and/or ex- 


ternal environment. Traumatic and inflam- 
matory episodes, or both, unquestionably 
play a major role. 

It is not possible, in some instances, to 
distinguish between some of the manifesta 
tions of Raynaud's disease and those in pa- 
tients with Buerger’s disease. This becomes 
increasingly evident in the less sharply de- 
finable syndromes classifiable under this sec- 
tion. 

Intermittent claudication (dysbasia angio- 
sclerotica), for example, is painful, ambula- 
torily malfunctional, and attributable to ante 
cedent arteriosclerosis of the larger and 
deeper vessels of the lower extremities,“ This 
syndrome, however, 1s not one of the true 
vasomotor diatheses, since the fanwise left- 
ward-spreading pain of angina pectoris may 
very well ensue from stretching of local 
nerve-fiber endings in an atheromatous aorta 
as elasticity decreases in senescence. Neuro- 
circulatory asthenia (effort syndrome or sol- 
dier’s heart), on the contrary, presents no 
basic or demonstrable vascular pathology ; it 
is seen primarily in young people, males more 
than females, with autonomic instability. 

Temporal arteritis, obscure in origin, may 
be due to a bacterial or a virus agent, Again, 
it may be relatable to periarteritis nodosa, 
although the latter occurs in younger people, 
as a rule, while the former is seen most often 
in older individuals whose lives have been 
spent in rural districts. Systemic symptoma- 
tology and findings are common and include 
cephalalgia, general malaise, lassitude, weak 
ness, fever, and nocturnal hyperhidrosis. 

Ophthalmologically, the findings are vari- 
able, but in the main, are not imtraocular. 
There may be phlebitis of one or more of the 
retinal veins, together with retinal hemor- 
rhages and exudates. Progressively gradual 
obstruction of the central artery of the retina 
usually is accompanied by. widespread low- 
grade retinal edema which if properly ob- 
served and accurately interpreted may serve 
as a gross index of the progress of the ob- 
structive process. Central and peripheral 
visual acuity concomitantly will undergo 
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proportionately gradual deterioration. 

The association of local and systemic 
symptomatology in temporal arteritis when 
only local findings are present is suggestive 
of vascular inflammatory disease, It is very 
possible that stimulation of the autonomic 
nervous system in these instances might 
very well be occasioned by irritation sequen- 
tial to involvement of the external temporal 
arteries, There is no uniformity of unilateral 
or bilateral involvement of the specific 
structures affected in this entity. 

Certain vasomotor affections such as eryth- 
romelalgia and Raynaud's disease, but with 
absolutely opposite symptoms, although 
manifesting analagous etiology, clinical as- 
sociation, and pathologic anatomy, often 
appear to coexist, and represent an exaggera- 
tion of the phenomena of congestion or of 
ischemia. This also appears to be true of 
acrocyanosis, acrodysesthesia, and of causal- 
gia (thermalgia). 

It is of interest that these latter two condi- 
tions not infrequently undergo a transition to 
Raynaud's disease or to scleroderma, or to 
both. This would suggest that our classifica- 
tions of vasomotor disturbances are wholly 
inadequate, and that techniques ef greater 
refinement are indicated in order to deter- 
mine whether we have been erroneously con- 
sidering certain phases of transition, more 
often than not, as entities in themselves. 

This tendency to arrive at a diagnosis 
based on incompleteness of findings is not 
uncommon especially in vascular diseases of 
uncertain, indecisive, and indeterminate eti- 


ology such as is encountered in Milroy’s 
disease and in trophedema. Adequate oph- 
thalmologic examinations have yet to be re- 
ported in each of these “entities” although 
definitive intraocular diagnostic features 
might reasonably be expected to be observed 
since they are known vasomotor abnormali- 
ties with asociated: systemic complications. 

It is probable, for example, that Milroy’s 
disease (persistent hereditary edema of the 
legs) is not nearly so much a manifestation 
of a lymphatic vasomotor neurosis as it is a 
manifestation of inadequate autonomic con- 
trol of the vascular system in the presence of 
an inadequate biologic endowment, while 
trophedema, a chronic neuropathic edema 
occurring in segmentary distribution, associ- 
ated witha painless hardening and pallor of 
the skin, and not due to cardiac or renal dis- 
ease, may be considered to bé of vasomotor 
origin only when the frequently concomitant 
endocrinologic, bacterial, or protozoal causes 
can be excluded as etiologic. 

In the main, the ocular manifestations of 
autonomic instability result in physiologic 
(functional) and/or pathologic (organic) 
ocular changes. It is very probable that, 
although arteriolar spasm will occur in part 
(segmentally) or in whole, peripheral yas- 
cular changes will predominate, more often 
than not, as compared with ophthalmologic 
manifestations, in arteries rather than in 
arterioles, but that diagnostic interpretation 
of the whole will continue to be best served 
by careful study of-all of its parts. 

9 Tanglewylde Avenue (8). 
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TRAUMATIC IMPLANTATION CYSTS OF THE IRIS* 


WHITH SPECIAL EMPHASIS ON SURGICAL ASPECTS 


A. Benepict Rizzuti, M.D. 
Brooklyn, New Y ork 


Decision as to choice of procedure in the 
management of traumatic implantation cysts 
of the iris offers a challenge to the ophthalmic 
surgeon. The cysts develop usually as a result 
of a perforating corneal injury or after 
cataract operation. Corneal or conjunctival 
epithelial elements may be transplanted 
through the corneal wound and then become 
imbedded in some portion of the iris where, 
after a variable period of time, proliferations 
may occur and the cysts develop. 

These cysts have a tendency to enlarge and 
may lead to secondary glaucoma or, in ex- 
ceptional cases, to sympathetic ophthalmitis 
with eventual loss of the eye. 

Cysts of the iris in general may be clas- 
sified as: (1) Congenital or developmental, 
(2) inflammatory, (3) implantation, and 
(4) parasitic. 

This paper is limited to the consideration 
of traumatic implantation cysts. They in turn 
may be divided into: (1) Pearl cysts, (2) 
serous cysts, and (3) epithelial-invasion 
cysts of the anterior chamber. 

Pearl cysts are the most common and are 
usually associated with the presence of a 
small foreign body, such as glass, wood, or 
metal, which is accidentally introduced into 
the anterior chamber and on which is adher- 
ent some epithelial structures. An eyelash 
may be similarly introduced carrying along 
with it the epithelium of its root sheath 
which may later proliferate and give rise to 
an iris cyst. 

These cysts are opaque and are character- 
ized by their shiny gray luster. They are 
pultaceous, round or oval, and are imbedded 
within the body of the iris. 

Histologically, they are seen to consist of 


* Presented before the Brooklyn Ophthalmolog- 
ical Society, December, 19553. 


several concentric layers of stratified or 
cuboidal epithelium. The innermost layers as 
a rule degenerate to produce a fluid rich in 
fat globules and cholesterol crystals. As this 
process of degeneration becomes extreme, a 
fluid cyst can form. It may not appear 
for several weeks or many months after the 
initial trauma. 

Serous cysts of the iris develop in a sim- 
ilar manner. However, they are not usually 
associated with the presence of any foreign 
bodies. As a rule, corneal or conjunctival 
epithelial elements accidentally introduced 
into the anterior chamber during trauma give 
rise to this type of cyst. 

They are translucent because of their very 
thin walls and appear pale yellow. A turbid 
fluid is usually contained within the cyst 
cavities and their walls are lined by a few 
layers of stratified epithelium. When studied 
with the biomicroscope, they present a strong 
Tyndall phenomenon. 

In true traumatic implanation cysts of the 
iris, there is an absence of any continuity of 
the lining cells of the cyst walls with the cells 
of the injured surface epithelium, 

E pithelization of the anterior chamber may 
result in cystlike formations of the tris but 
they truly belong in a different category. 
They are the result of an ingrowth of surface 
epithelium proliferating along the edges of a 
poorly healing corneal wound. Proliferation 
may extend to the posterior surface Of the 
cornea or the anterior surface of the iris. In 
rare cases, further extension may continue 
on the posterior surface of the iris or the 
anterior surface of the lens, 

As early as 1872, Rothmund’ reported on 
36 cases of implantation cysts of the iris. In 
28 cases, the cysts developed as a result, of 
perforating corneal wounds. It was his belief 
that they followed the accidental introduction 
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into the anterior chamber of corneal or con- 
junctival epithelial elements which had pro- 
liferated and formed cystlike formations. 


(LINICAL COURSE 


Clinically, three stages can be recognized : 
(1) The quiescent stage, (2) the stage of 
iridocyclitis, (3) the stage of glaucoma. 

When the cyst is small, the patient may be 
entirely free of complaints and the vision as 
a rule is not affected, As the cyst grows, the 
innermost layers usually degenerate and pro- 
duce a fluid which acts as a chemical irritant. 
The fluid then filters through the thin cyst 
wall, enters the anterior chamber, and pro- 
duces an iridocyclitis. There is a possibility 
that sympathetic ophthalmitis may occur dur- 
ing this period. The cyst may continue to 
enlarge and encroach on the filtration angle 
and eventually lead to glaucoma which may 
become so intractable that enucleation be- 
comes imperative. 

In order to arrive at a proper diagnosis, 
a history of accident or surgical trauma is 
of utmost importance. Slitlamp study, dia- 
scleral illumination, and gonioscopy are im- 
portant adjuncts, The degree of translucency 
and thickness of the cyst wall are of much 
significance in the consideration of the proper 
surgical management. 

Implantation cysts are to be particularly 
distinguished from benign and malignant 
neoplasms of the iris. Malignant neoplasms 
of the iris are darker in color and grow much 
more rapidly. 

ipithelial invasions of the anterior cham- 
ber which form cystlike formations should, if 
possible, be differentiated from true implan- 
tation cysts, If surgery is attempted in the 
former cases, the condition may progress at 
a very rapid pace and eventually lead to the 
loss of the eye. A poorly healed corneal 
wound, a flat anterior chamber, and a gray 
veil-like filamentary structure on the poste- 
rior surface of the cornea or on the anterior 
surface of the iris usually lead to the diag- 
nosis of epithelial invasion cyst of the ante- 
rior chamber. 


TREATMENT 


Treatment may be nonsurgical or surgical. 


NONSURGICAL TREATMENT 


Traumatic implantation cysts of the iris 
may cease to grow for a period of time but 
eventually, if left alone, they may occupy 
the entire anterior chamber. If the cyst fluid 
is aspirated or if the cyst is ruptured, they 
usually refill. 

Elschnig and Grossman’ (1903) believed 
in the spontaneous absorption of cysts of 
the iris. It was their opinion that this was a 
result of autolysis of the epithelial cells. 

Eversbusch® (1893) attempted to rupture 
the cyst wall by alternately contracting and 
dilating the pupil with drugs. This method 
proved to be of no avail. 

Cohen* (1951) reported a case of im- 
plantation cyst of the iris which formed 45 
years after a glass splinter was introduced 
into the anterior chamber. Secondary glau- 
coma ensued but was adequately controlled 
with the use of miotics. No operation was 
performed, The glass was apparently inert 
for such a long period of time because it 
was composed of about 98-percent neutral 
sodium silicate. 

Scholer® (1911) and Alger® (1932) 
treated traumatic iris cysts by injecting them 
with a weak solution of iodine. One needle 
and one syringe were used in the process. 
Satisfactory results were obtained in two 
cases. In a discussion of their paper, Wheeler 
and Knapp stated that they used a similar 
technique but were unsuccessful in obtaining 
satisfactory results. In their cases, the iodine 
solution accidentally entered the anterior 
chamber through some break in the cyst wall. 

Wright’ (1925) attempted to treat an iris 
cyst by injecting it with carbolic acid. He 
penetrated the cyst cavity with two needles. 
With the first needle he aspirated the cyst and 
injected the phenol; with the other, he ir- 
rigated the cyst wall with normal saline in 
order to check the destructive action of the 
carbolic acid. 

Thilliez* (1908) favored electrolysis to 
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destroy a large iris cyst and claimed some 
success. A negative pole was placed on the 
face, and the needle or the positive pole was 
introduced into the cyst. A current of two 
ma. was employed for a period of two min- 
utes, The cyst disappeared but recurred after 
a period of six months, after which time a 
second similar procedure produced a cure. 

Villard and Dejean® (1933) believed this 
method to be of some benefit only in cases 
where the cysts were so large that they could 
not be successfully removed by tridectomy. 
Ridley and Sorsby’® (1940), who employed a 
similar method, applied the positive pole into 
the cyst cavity for a period of two minutes 
and used a current of three to five ma, 

Safar™' (1935) used electrocoagulation. 
He punctured the cyst wall with a needle and 
used 35 ma. for 10 seconds. In one case in 
which he used this method, secondary glau- 
coma followed after a period of 18 months. 
The cyst had reformed and eventually the 
eye had to be excised.” Krug’ (1935) also 
used Safar’s method in treating an implanta- 
tion cyst of the posterior chamber but did 
not obtain any apparent success, The cyst 
recurred and the eye eventually had to be 
enucleated. 

Handmann™ (1924) reported on the re- 
gression of an implantation cyst with the use 
of roentgen rays after incomplete surgical 
removal, 

Suzuki’* (1934) made a careful study of 
the therapeytic effects of roentgen rays on 
experimentally produced implantation iris 
cysts in cats. He irradiated the cysts with 
one to three erythema doses of roentgen rays. 
He noted a degeneration of the anterior walls 
of the cysts but the posterior walls were 
apparently not affected. 

Fields*® (1943) first used roentgen rays to 
shrink an iris cyst and later removed it by 
means of a surgical procedure. 


SURGICAL TREATMENT 


Except for an occasional good result ob- 
tained with X rays and electrolysis, one can 
conclude from a review of the literature that 


the nonsurgical methods employed in the 
treatment of traumatic implantation cysts 
gave universally poor results. The surgical 
methods of therapy have, therefore, had 
many advocates. 

Moore’* (1925) reported two cases of 
pearl cysts which he treated by means of 
iridectomy. In the first case, the cyst was 
excised but recurred in the area of the 
coloboma produced. In the second case, he 
accidentally lacerated the cyst wall but the 
cyst failed to recur while the eye was care- 
fully kept under observation for a consider- 
able period of time. 

Teulieres and Beauvieux'’ (1938) and 
Bonnet and Paufique’*® (1934) were firm 
believers in the surgical removal of traumatic 
cysts by means of iridectomy. 

Sitchevska and Payne™ (1951) reported 
on the removal of a pearl cyst of the iris by 
means of a keratome corneal incision fol- 
lowed by iridectomy. When the iris was 
pulled out of the wound, the cyst ruptured 
and had to be removed in fragments, Obser- 
vations were made over a period of one year 
and during this time there was no unusual 
ocular activity and the cyst had not recurred. 


CASE REPORTS 
Case | 

On October 5, 1951, a 24-year-old white 
man, a machinist, was struck in the left eye 
with a sharp metal tool. 

Examination revealed a complete penetrat- 
ing laceration of the cornea which extended 
from the 1- to the 5-o’clock positions some- 
what temporal to the central zone. An exten- 
sive iris prolapse was also present. The lens 
did not appear to be damaged. The vitreous 
was clear and the fundus normal in appear- 
ance. 

Roentgen-ray studies did not show the 
presence of any opaque intraocular foreign 
bodies. 

The patient was admitted to the Brooklyn 
Eye and Ear Hospital for operation. The 
prolapsed iris was excised and the corneal 
laceration was carefully sutured with 6-0 
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Fig. 1 (Rizzuti). Case 1. Serous implantation 
cyst of iris which developed two years after a 
penetrating corneal injury. 


black silk. The sutures were inserted through 
the outer two thirds of the cornea. A sliding 
conjunctival flap was brought over the wound 
area and anchored in place by two additional 
sutures, 

The patient made an uneventful recovery. 
After a period of three months, the eye be- 
came quiet and the vision was recorded as 
20/25, Examination of the injured eye at that 
time revealed a well-healed corneal scar with 
rather extensive anterior synechias. A surgi- 


cal coloboma of the iris pointed toward the. 


2-0o’clock position. The anterior chamber 
was irregular in depth but free of any in- 
flammatory products. 


Fig. 2 (Rizzuti). Same eye as shown in Figure 1 
after complete removal of iris cyst by preliminary 
aspiration and iridectomy. 


The patient was not seen again until al- 
most two years later, September 15, 1953. 
He then complained of pain associated with 
photophobia and lacrimation of the left (in- 
jured) eye. He did not have any complaints 
referable to the right eye. 

Vision in the previously injured eye was 
now recorded as 20/70 and a mild iridocycli- 
tis was present. lor the first time an iris cyst 
was seen. It extended from the 5- to the 7- 
o'clock positions and occupied the greater 
portion of the iris body from the limbal zone 
to the pupillary border. It measured approx- 
imately four mm. by three mm. The tension 
measured 28 mm. Hg (Schigtz ). 


Fig. 3 (Rizzuti). Case 1. Low-power view of the entire specimen, showing a squamous epithelial cover- 
ing on all sides of the iris tissue. ohe pigmented epithelial layer is inside. The cyst has evidently been 


turned inside out. 
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Ten-percent neosynephrine and 2.5-per- 
cent hydrocortone drops were prescribed for 
the eye. After a period of five days, when 
the eye became less congested, the patient 
was readmitted to the hospital for the surgi- 
cal removal of the iris cyst. 


SURGICAL TECHNIQUE 


A 25-gauge, 0.75-inch needle on a syringe 
was passed through the cornea, two mm. in 
from the limbus, and inserted into the iris- 
cyst cavity. The cyst fluid was then slowly 
aspirated and sent to the laboratory for 
analysis. By means of this procedure, the iris 
cyst collapsed completely and disappeared 
from view. 

A small limbal conjunctival flap was made 
from the &- to the 4-o’clock positions. Two 
McLean corneoscleral sutures were placed at 
the 7- and 5-o'clock positions. A keratome 
was used to enter the anterior chamber 


Fig. 4 (Rizzuti). Case 1. A portion of the cyst 
wall with the squamous lining uppermost. The layer 
is rather smooth and about the thickness of the 
corneal epithelium. The deeply pigmented layer is a 
somewhat degenerated, vacuolated, pigmented epi- 
thelial layer. 


Fig. 5 (Rizzuti). Case 1. Another portion of the 
cyst wall. Here the squamous epithelial layer is 
more irregular in outline and less uniform in thick- 
ness, The connective tissue in iris stroma shows 
some atrophy and contains slightly excessive num- 
bers of leukocytes. 


somewhat nasal to the iris cyst; it was intro- 
duced about 1.5 mm. from the corneal limbus 
through the sclera. The wound was then en- 
larged with scissors. The anterior synechias 
and adhesiéhs were freed with the use of a 
spatula and scissors. 

The iris was grasped nasal to the cyst, 
brought out of the wound and a radial inei- 
sion was made to its root. A similar incision 
was made through the iris on the temporal 
side of the cyst. An iridodialysis was then 
performed. 

The freed section of iris which contained 
the cyst in toto was carefully removed from 
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the wound. No vitreous loss or hemorrhage 
resulted. 

The patient made an uneventful recovery 
and was discharged from the hospital six 
days later. Examination on December 10, 
1953, showed that the eye had remained 
quiet. The vision was recorded as 20/30, un- 
corrected, Slitlamp studies did not show any 
positive aqueous flare. Gonioscopy did not 
reveal the recurrence of the iris cyst. 

Histologic study of the tissue and fluid 
was madé by Dr. J. Arnold de Veer, who re- 
ported : 

“The specimen is a small piece of iris 
covered on its anterior surface by squamous 
epithelium of about the thickness of that of 
the cornea. The specimen has somehow been 
turned inside out, since the epithelium is on 
the outside of a double, cystlike fold of iris. 
everywhere the epithelium is applied to the 
iris stroma—none of it is seen overgrowing 
the pigmented epithelial layer. The latter is 
distorted and vacuolated. The stromal and 
the sphincter muscle layers show atrophy. No 
appreciable degree of inflammation is seen. 

“There is no evidence of keratinization of 
the epithelium, The fluid evacuated from the 
cyst during operation contains a very few 
squamous, flat cells but no other formed 
elements. 

“Diagnosis: Squamous epithelial cyst of 
iris.” 

Case 2 

A 64-year-old white man had an extra- 
capsular cataract extraction performed on 
the left eye on February 10, 1951. Healing 
was more or less uneventful but the eye 
continued to show some slight irritation 
characterized by excessive lacrimation and 
perilimbal injection, The best vision obtained 
after correction was 20/40, 

The patient reported back after a period of 
about eight months complaining of pain and 
photophobia in the operated eye. 

Examination revealed a mild iridocyclitis 
and the presence of an implantation cyst 


Fig. 6 (Rizzuti). Case 2. Serous implantation 
cyst of iris which appeared eight months after cata- 
ract extraction. 


which extended from the 9- to the I1- 
o'clock positions ; it occupied the greater part 
of the iris in that location. The ocular tension 
was 24 mm, Hg ( Schigtz). 

The patient was instructed to use 10-per- 
cent neosynephrine and 2.5-percent cortone 
drops in the involved eye for a period of 
several weeks. The eye responded somewhat 
slowly to this form of treatment. Operation 
for the surgical removal of the cyst was 
advised. However, the patient refused. 

He was not seen again until November 8, 
1953, at which time he complained of further 
loss of vision and a marked increase in the 
severity of the ocular pain. 

Vision was hand movements at eight 
inches. A rather pronounced iridocyclitis 
was present and was associated with second- 
ary glaucoma. The tension was 25 mm. Hg 
( Schigttz ). 

The iris cyst had enlarged to the extent 
that it now occupied practically the entire 
nasal half of the anterior chamber. A marked 
generalized edema of the cornea was noted. 
This made slitlamp and gonioscopic studies 
rather difficult. The patient had no com- 
plaints referable to the fellow eye. 

He was treated with several miotics with 
no apparent success. He was told that the 
outlook for surgical removal of the iris cyst 
was not favorable and that enucleation might 
be necessary. 
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Fig. 7 (Rizzuti). Same eye as shown in Figure 6 
one year aml nine months after cataract extraction. 
Cyst of iris now occupies practically all of the 
nasal half of the anterior chamber. 


DiscuSssION 


The progress of: growth of an iris cyst 
should be carefully determined by actual 
measurement, or recorded photographically, 
at different intervals. One must constantly 
keep in mind that if any caustic solution is 
injected into an iris cyst, it may accidentally 
enter the anterior chamber, act as a corrosive, 
and produce disastrous results. 

Iridectomy seems to offer the best prospect 
of cure and should be instituted early before 
the cyst becomes adherent to the posterior 
surface of the cornea and before secondary 
glaucoma sets in. 

Before iridectomy is attempted the cyst 
should be aspirated, if possible, with the use 
of a needle and syringe. This will prevent 
the sudden rupture of the cyst wall and les- 
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sen the possibility of spilling the fluid con- 
tents into the anterior chamber, which could 
result in a recurrence of the cyst. 

If secondary glaucoma occurs and does not 
respond to the usual miotics, one may con- 
sider performing a filtering operation at the 
time the iris cyst is excised, 

Even after complete healing has taken 
place, the patient should be carefully studied 
for any recurrence. Slitlamp and gonioscopic 
studies made at frequent intervals are im- 
portant in the proper follow-up care. 


SUMMARY 

Two cases of traumatic serous tmplanta- 
tion cysts of the iris are reported. In the first 
case, the cyst formed two years after a 
penetrating corneal injury. In the second 
case, the cyst formed eight months after 
cataract extraction, It is likely that the acet- 
dental introduction of erther corneal or con- 
junctival tissue into the anterior chamber 
caused the formation of the iris cysts. 

In the first case, the proper surgical tech- 
nique——preliminary aspiration of the cyst 
with iridectomy—-eventually produced an ap- 
parent cure. In the second case, the patient 
refused operation and the cyst finally en- 
larged and resulted in secondary glaucoma 
with the loss of any useful vision. Because of 
the constant danger of sympathetic ophthal 
mia and intractable glaucoma, either of which 
may lead to enucleation, early surgical inter- 
vention 1s of utmost importance. 

160 Henry Street (2). 
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THE EVIDENCE FOR A RETINOBLASTOMA INDUCTION FACTOR* 


C. Tenc, M.D., H. M. Katzin, M.D. 
New York 


A number of collateral lines of evidence 
have led us to the conclusion that retino- 
blastoma tumors elaborate a chemical factor 
that stimulates neoplastic cell growth. This 
factor acts in such a manner as to cause 
normal, mature retinal cells to regress in an 
embryologic sense and to begin new centers 
of tumor growth. 

If our belief is substantiated, that this is 
the agent responsible for secondary* foci of 
tumor growth, further investigation may lead 
to the factors causing primary retinoblastoma 
tumors. 

Dr. Algernon Reese at the Eye Institute in 
New York, Dr. Jonas Friedenwald of the 
Wilmer Institute in Baltimore, and Mrs. 
Helenor Wilder of the Armed Forces Insti- 
tute of Pathology in Washington were kind 
enough to make their specimens available for 
study and, together with our own slide 
library at the eye-bank, we have been able to 
go over about 300 retinoblastoma eyes. Our 
observations can be summarized under five 


headings : 


I. GENERAL EFFECTS 


In many cases of retinoblastoma not only 
are the tumor cells abnormal but the nerve 


*From the Eye-Bank for Sight Restoration, 
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cells of the retina are also altered. This is 
especially true in the external nuclear layer. 
The alteration takes on the character of re- 
gression to younger forms. The rods and 
cones lose their appendages outside of the 
external limiting membrane and there is an 
increase in the amount of nuclear chromatin 
material. 

The cells are also found to be increased in 
number and irregular in arrangement and in 
form. The external limiting membrane 
gradually disintegrates and mitotic figures 
may be found in the retina. Eventually 
multiple tumor foci may be present. 


Il. Errect oF TUMOR CONTACT 


Retinal tissue in contact with a tumor mass 
or a tumor seed may be activated to form a 
new focus of activity. This may be apparent 
very early, even before the limiting mem- 
brane of the retina has been invaded or has 
degenerated. The layer of the retina in 
closest contact with the tumor manifests the 
greatest degree of tumor. activation. Con- 
versely, when such a tumor mass undergoes 
degeneration, the activation of retinal growth 
dies down. This suggests that the living 
tumor mass produces some cell growth-in- 
ducting factor. 


III. PHENOMENON OF MULTIPLE Foc! 


It is well known that multiple foci are 
common in retinoblastoma. Some may arise 
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from direct tumor invasion, seeding, or 
emboli but many cannot be explained by any 
of these factors. It is our belief that an induc- 
ing chemical or humoral factor is also respon- 
sible for the development of independent 
tumor foci. Apparently some areas of the 
retina are more sensitive than others, or a 
greater concentration of the inducing sub- 
stance in certain areas causes them to take on 
tumor activity. 

This inducing chemical may also explain 
the reason for foci occurring in the external 
nuclear layer, in the innér nuclear layer, as 
well as in the ganglion cell layer of the retina. 


IV. EvIpENCE FOR DE-DIFFERENTIATION 


The most positive evidence for de-differ- 
entiation of normal retinal tissue is supplied 
by mitosis. Mitoses have been found in the 
external nuclear layer, in the internal nuclear 
layer, and in the ganglion cell layer. Em- 
bryologists state that mitoses are not normal 
beyond the six-month,’ or even the 48-mm. 
stage* of the development of the embryo. 

We have found mitoses in the retina of 
four baby eyes which contained retinoblas- 
toma. The tumor itself had not invaded the 
region where the mitotic figures were found. 
It is our belief that the chemical inducing- 
factor is responsible for these evidences of 
de-differentiation of the pre-existing mature 
retinal cells. The neurologic elements consti- 
tuting rods, cones, bipolar cells, and ganglion 
cells may be induced to multiply and to join 
the tumor procession. 


V. Errect ON THE NONPIGMENTED EPI- 
THELIUM OF CILIARY BODY 


These cells of neuro-epithelial origin may 
also be stimulated to growth activity. In the 
pars plana the epithelium has been observed 
to become hyperplastic and an occasional mi- 


tosis has been seen. 


CASES SELECTED FOR ILLUSTRATION 


Our main histologic problem was the dif- 
ferentiation of degenerated retinal cells from 
true mitosis. A number of mstances in which 
the mitotic figures were unquestionable were 


found and photographed, They were located 
in mature retina, clearly separated and apart 
from tumor masses. To obtain instances of 
this type was difficult because the specimens 
had to be those in which there was a mini- 
mum amount of degeneration and in which 
the growth activity was very advanced. 

The “general effect” was seen in almost 
every case except when there was too much 
degeneration. Multiple foci were common, 
as well as evidence of the “contact sign.” 
As a matter of fact, more mitoses were seen 
in those specimens that had a definite contact 
sign, because presumably the concentration 
of inducing factor was at its height. 

Thus far we have selected four ideal 
cases for photographic reproduction. Serial 
sections were made and extreme care was 
taken to rule out the possibility that a mi- 
tosis was the result of direct tumor invasion. 


Case | 

Kye-Bank No. 585. Right eye enucleated 
from a three-month-old boy. Detailed history 
was unobtainable. Pathologic study showed 
retinoblastoma with typical true rosette for- 
mation. 

We found in part of the specimen, by 
paraffin serial section, that the retina was to- 
tally detached and that in the subretinal fluid 
there were many free seedings with very 
active signs of proliferation. There was com- 
paratively mild degeneration in the retina, 
but there were signs of active de-differen- 
tiation (fig. 1). 

The external nuclear layer of the retina 
was in contact with the seeds of the tumor 
and was bathed in subretinal fluid. This 
layer showed active mitosis (figs. 2, 3, 4, and 
5). However, there was also definite mitotic 
change in the inner nuclear layer ( figs. 6 and 
7) and the ganglion cells (figs. 8 and 9). The 
nonpigmented epithelium of the pars plana 
showed marked hyperplasia and mitosis as 


well (figs. 10, 11, and 12). 


Case 2 
Eye-Bank No. 2978. (This specimen was 
obtained through the kindness of Col. J. H. 


~ 


‘ 


(Teng and Katzin). Taken from region (a) 


4 ‘ | » calcified spots near the disc region. The ex- 
Cen OS. tension of tumor cells was up to the margin 


Fig. 1 (Teng and Katzin). Case 1. Three tumor of the dise. 
seeds are in contact with a portion of detached 
retina, In general, all dayers of the detached retina 
show varying degrees of degeneration and de-dif- 
ferentiation of the nerve cells, The external limiting 
membrane is distinguishable and the appendages of 
the rods and cones are disappearing. They are 
changed in shape and in arrangement. Many nuclei 
of the nerve cells show increased chromatin mate- 
rial, There is one metaphase mitotic figure in Fig- 
ure 2 and one in Figure 3. 


King, Jr., from the Walter Reed Army Hos- 
pital, Washington, D.C.) Left eye enucleated 
from a seven-month-old girl. The enuclea- 
tion was done because of the presence of a 
grayish neoplasm in the major portion of the 
eyeball. It originated from the retina near 
the disc. The retina was completely detached 
and funnel-shaped. 

Microscopic examination. It was an ex- 
ophytum type of retinoblastoma with true 
rosettes (neuro-epithelioma ). Many rosettes 
were mixed with loosely arranged tumor 
cells. There were many mitotic figures. There Fig. 3 (Teng and Katzin). Taken from region (b) 
was moderate degeneration and a few small of Figure 1. 
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Fig. 4 (Teng and Katzin). Case 1. A proximal 


portion of the detached retina not in direct contact 
with the tumor. It shows de-differentiation of the 
nerve cells in the retina. 


Fig. 6 (Teng and Katzin). Case 1. Segment of 
folded detached retina with seeds of retinoblastoma 
in contact on both sides. A mitotic figure found in 
this section is shown in higher power in Figure 7. 
This cannot be explained by amoebic movement of 
the tumor cell. There is no direct invasion of the 
tumor cells. 


Fig. 7 (Teng and Katzin). High-power 
view of Figure 6 


Fig. 5 (Teng and Katz). Case J. A typical telo 
phase mitotic figure is found in the external layer. 
Taken from Figure 4. 
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Fig. 8 (Teng and Katzin). Case 1. A mitotic 
figure is found in the ganglion cell layer of the 
detached retina. There are no blood vessels and it 
is far from the tumor seed. 


Fig. 9 (Teng and Katzin). High-power 
view of Figure 8. 


the left is detached and folded anteriorly, S-shaped. 
The ciliary body is in the right lower corner. ee 
Hyperplasia of the nonpigmented epithelium of Fig. 11 (Teng and Katzin). A mitotic figure 
the pars plana is shown. (high-power detail of Figure 10). 
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| Fig. 10 (Teng and Katzin). Case 1. The retina on JZ 
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Fig. 12 (Teng and Katzin). Case 1. This shows 
the marked and generalized hyperplasia of the non- 
pigmented epithelium at the ora serrata. The 
younger cells are very similar to tumor cells (low 
magnification ). 


Fig. 14 (Teng and Katzin). Case 2. A mitotic 
figure is found among the nerve cells in the external 
nuclear layer in an area which is quite apart from 
the tumor. 


. 


Fig. 13 (Teng and Katzin). Case 2. A portion of 
detached retina in which the upper end is in con 
tact with a tumor seed and in which direct invasion 
of the retina is shown. The nerve cells of the retina 
in general are activated, 


Fig. 15 (Teng and Katzin). Case 2. Another 
mitotic figure is found in the external nuclear layer 
in telophase. 
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High-power 


Vig. 16 (Teng and Katzin). Case 2 
view from Figure 15. 


In the intact retina many of the nerve cells 
were degenerated, many others were de-dif- 
ferentiated, and a few free mitotic figures 
were found in the external nuclear layer. 
There was no sign of direct invasion of tu- 
mor cells in connection with these mitotic 
figures (figs. 13, 14, 15, and 16), 


Case 3 


Kye Institute No. 4269. (Eye Institute 
of the Presbyterian Hospital, New York, 
New York, through the kindness of Dr. A. 
B. Reese.) Left eye enucleated from a 10- 
month-old girl. 

The mother had noticed a white reflex 
from the left eye from the age of one month. 
Fundus examination revealed a large tumor 
with a funnel-shaped retinal detachment. 
Gross examination revealed the tumor to be 
in the lower half of the globe with small cal- 
cium flecks and subretinal hemorrhages. 

Microscopic examination. This was an 
exophytum type of retinoblastoma with truc 
rosette formation and with total retinal de- 
tachment. There were multiple free seeds of 
the tumor in the subretinal fluid in contact 
with the external side of the detached retina. 

In this sector there was only a mild degen- 
eration of the retina and in general the nerve 
cells in the detached retina were activated to 
multiply. 
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Fig. 17 (Teng and Katzin). Case 3. A mitotic 


figure is found in the external nuclear layer 
(arrow). The external limiting membrane is intact. 
Many cells show signs of de-differentiation. 


There were a few free mitotic figures in 
the section in the inner and external nuclear 
layers as shown in Figure 17, where the ex- 
ternal and inner limiting membranes were in- 
tact. There was no tumor nor were there 
seeds in direct contact with this portion of 
the retina. A quite similar picture was shown 
in other sections. A typical mitotic figure was 
found in the external nuclear layer. 


Case 4 

AFIP Accession No. 493946, (From the 
Armed Forces Institute of Pathology, 
through the kindness of Mrs. Helenor 


Wilder.) Left eye, age unknown, sex un- 
known. By accident the mother noticed the 
child was blind in the left eye, as there were 
no symptoms. 

Clinical examination. i-xternally, the eye 
was normal, The fundus examination showed 
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Fig. 18 (Teng and Katzin). Case 4. The retina 
shows degeneration in all layers and also de-differ- 
entiation of many cells. A mitotic figure (arrow) 
is found in the external nuclear layer. 


that the entire retina was raised in the tem- 
poral half and that one quarter of the vitreous 
cavity was filled. Tiny spheric islands or 
floaters were noticed in the vitreous, 

Microscopic examination. It was an en- 
dophytum type of tumor. There was no ret- 
inal detachment and only a few true rosettes. 
There were multiple pseudorosettes or blood 
vessels’ mantles, there was slight degenera- 
tion on one side of the retina, and many 
mitotic figures in the tumor. The nerve cells 
in all layers of the retina showed very active 
proliferation. Multiple secondary foci were 
found in different layers of the retina (con- 
tact sign), which were not the result of direct 
invasion of tumor cells, Mitotic figures were 
found in the ganglion cell layer and the ex- 
ternal nuclear layer which were shown to be 
not directly continuous with the tumor ( figs. 
18, 19, 20, and 21). There was moderate 
hyperplasia of the nonpigmented epithelium 
of the pars plana. 


DISCUSSION AND CONCLUSION 


From these four selected cases of retino- 
blastoma, it is shown that in general the 
nerve cells of the retina demonstrate signs of 


Fig. 19 (Teng and Katzin). High-power view of 
Figure 18 


de-differentiation and retrogression the 
presence of retinoblastoma. The fact that 
there are mitotic figures among them strongly 
supports the evidence for de-differentiation. 

These mitotic figures have been studied 
in serial sections and do not result from 
direct invasion of tumor cells. We are also 


Fig. 20 (Teng and Katzin). Case 4. A different 
section of the same portion of retina ws in Figure 
19. A mitotic figure is found im the ganglion cell 
layers. 
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Fig. 21 (Teng and Katzin). High-power view of Figure 20. 


quite convinced that they do not result from 
amoebic migration or from passage through 
the blood stream. 

The general growth-stimulating effect on 
the cells in the various retinal layers, together 
with the hyperplasia and mitosis of the non- 
pigmented ciliary epithelium, all suggest the 
likelihood that there is a factor which affects 
all cells of neuro-epithekal origin within the 
involved eye. 

Our observations suggest that a humoral 
agent, most probably produced by the tumor 
cells, can diffuse into the subretinal fluid or 
the vitreous and can pass through the ex- 
ternal limiting membrane or the inner limit- 
ing membrane of the retina. 

There is some collateral evidence in the 
literature, 

Kernohan, Mabon, Svien, and Adson,’ in 
their classification of the gliomas of the cen- 
tral nervous system, presume. that gliomas 
arise from the pre-existing adult cells of the 
central nervous system which are still capable 
of proliferating by a process of de-differen- 
tiation or anaplasia. 

The original report of retinoblastoma in 
the adult by Verhoeff* and Wilder’s® studies 
on two additional cases in the Armed Forces 
Institute of Pathology add emphasis to this 
presumption. Even highly differentiated cells 
may regress and multiply again. 

Seligman and Shear,* Zimmerman,’ and 
many others succeeded in inducing brain 


tumors in animals with 20-methylcholan- 
threne, thereby proving that gliomas result 
from anaplasia of pre-existing adult cells. 
Zimmerman noticed that the inducing agent 
entered the nerve cells, which became neo- 
plastic. He also observed that the type of 
tumor which developed depended upon the 
type of tissue in contact with the pellets of 
the inducing agent. 

Elwyn* makes some interesting observa- 
tions in his book on the retina. Vision is 
rapidly and adversely affected by retinoblas- 
toma, even if the tumor is a small one. The 
effect is greater when the tumor is posteriorly 
situated, even when it is free of the macula, 
than when it is situated anteriorly. We be- 
lieve that the diminution of vision is a result 
of the “general effect” of the humoral induc- 
tion-factor. Vision may be affected before 
histologic change is far advanced. 

Whether the induction factor is chemical, 
enzymatic, viral, or the result or some funda- 
mental disturbance of the genes, remains to 
be determined. We believe that it is a chemt« 
cal substance produced by living tumor cells, 
soluble in vitreous and subretinal fluid, and 
diffusible through the limiting membrane of 


the retina. 
210 East 64th Street (21). 


The photomicrographs used in Figures 1 through 
16 were made from eye-bank slides by the Armed 


Forces Institute of Pathology. 
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MALIGNANT LYMPHOMA WITH OCULAR INVOLVEMENT* 


A CLINICO-PATHOLOGIC REPORT 


Isapore Givner, M.D. 
New York 


Lymphoid tumors arising within the eye- 
ball have seldom been described in the litera- 
ture. In a report of 21 verified cases of 
lymphoid disease involving the eye and its 
adnexa, McGavic' found only one within the 
‘globe as against 20 wlhiich involved the lids, 
conjunctiva, or lacrimal gland. Reese* re- 
‘ported on three additional cases with intra- 
ocular involvement. 

Lymphoid tissues composed of follicles do 
not exist in the eyeball or within the orbit, 
nevertheless, lymphoid tumors arising within 
the orbit are by no means unknown. They 
also occur in other locations where lymphoid 
tissues are not found normally, particularly 
in the skin where they are regarded as aris- 
ing from undifferentiated cells around blood 
vessels, In the eye the tumor can be primary 
or metastatic. 

An exact classification of lymphomas can- 
not always be made, particularly the differ- 
entiation of reticulum cell sarcoma and 
lymphosarcoma. Some® feel that all malignant 
lymphomas, including Hodgkin's disease and 
the lymphoid leukemias, are manifestations 
of the same disease and it is not unusual for 
a variable pattern to be exhibited in a single 


* Presented at a meeting of the Eye Section of the 
New York Academy of Medicine December, 1953. 


patient. The neoplastic process may be repre- 
sented in one organ as a giant follicular 
lymphoblastoma and in another as lympho- 
sarcoma, or a tumor starting as Hodgkin's 
disease may terminate as lymphosarcoma. 
The transition is readily traceable in succes- 
sive biopsies. 

There is no specific blood picture in 
lymphosarcoma and usually, when blood 
changes do occur, they are late in the disease 
and may be ascribed to radiation therapy. 
The only abnormality in the blood picture ts 
moderately low hemoglobin late in the dis 
ease. Diagnosis of lymphosarcoma must be 


‘made by biopsy. Even the latter, early in the 


course, may show what appears to be a re- 
active or benign proliferation of lymphoid 
tissues. All lymphomas are radiosensitive. 

Cooper and Riker* suggest that in any 
case of severe uveitis with nodular iritis or 
retinal hemorrhages for which no cause is 
found, and which does not respond to treat 
ment, the possibility of malignant lymphoid 
disease should be considered. 


CASE REPORT 
A married woman, aged 49 years, pre- 
sented herself December 10, 1951, with a 
history of having had an acute pancreatitis 
three months previously, at which time the 
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Fig. 1A (Givner). Appearance of the macula of 
the left eye before treatment. 


vision of the left eye was affected. Since that 
time the vision of the right eye also has 
not been clear. 


Ophthalmologic examination. The right” 


eye showed a nongranulomatous uveitis. Vi- 
sion was still 20/20—, 

The left eye showed a normal eye except 
for the vision which was 20/200 and an ele- 
vated mass in the macula area. With it was 
some subretinal fluid and three smaller le- 
sions below the main one. The lesions trans- 
illuminated well (fig. 1A). 

The complete examination of the patient 
was negative. Subconjunctival injections of 
cortisone produced no change in the right 
eye but the appearance of the left macula 
was markedly altered. The lesion disap- 
peared, leaving pigmented degenerative areas 
(fig. 1B). The vision improved gradually 
until May 16, 1952, the vision was 20/25. 

The patient was concerned about her right 
eye and asked for a consultation with Dr. 
Alan C. Woods, His examination showed no 
general condition other than a three-plus re- 
action to one strain (out of 28 strains) of 
subgroup A of the beta hemolytic strepto- 
cocci, He advised intravenous desensitization. 
This was begun June 20, 1952, 0.10 cc. of 
first strength being given. 

The following day styes appeared on the 
lids of both eyes. One week later a swelling 


of the left parotid gland occurred. Biopsy 


Fig. 1B (Givner). Same area as in Figure 1A 
after subconjunctival cortisone injections. 


showed inflammatory tissue. At this time all 
the glands over the body were enlarged. 
After X-ray treatments the left parotid area 
returned to normal. As the patient felt that 
there was some connection between the intra- 
venous vaccine and her general condition, no 
further intravenous streptococcic vaccines 
were given. 

On September 28, 1952, the patient de- 
veloped a weakness of the left arm, a left 
facial paralysis, and ptosis of the right upper 
lid associated with stupor. She was operated 
on and a brain tumor was found in the left 
temperoparietal region, so that the neurologic 
findings must have been due to the distant 
effects of pressure. The removed undiffer- 


_ entiated malignant growth resembled reticu- 


lum-cell sarcoma. The patient did not do well 
until given intravenous nitrogen mustard, 
eight mg. daily. Remarkable improvement 
then occurred and the patient later walked 
out of the hospital feeling well. 

On December 17, 1952, metastatic lesions 
occurred in the bulbar conjunctiva of both 
eyes, as well as in the skin of the chest. 
Biopsy showed reticulum-cell sarcoma. 

At this point, the thought as to whether 
the streptococcus vaccine could have hastened 
the generalized involvement asked for clarifi- 
cation. That the streptococcus has been linked 
to lymphosarcoma is attested to by the his- 
tory of Coley’s vaccine. Busch, in 1868, 
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noticed that lymphosarcoma occasionally dis- 
appeared if the patient contracted erysipelas. 
In 1881, Fehleisen discovered the Streptococ- 
cus erysipelatis and inoculated human pa- 
tients with this culture to make lymphosar- 
coma regress. 

Coley, in 1884, at New York Hospital 
noted 10 cases of lymphosarcoma which 
permanently disappeared after the patients 
acquired erysipelas. 

In 1891, he tried killed cultures of Strep. 
erysipelatis but this was too weak. In 1892, 
he utilized a fact uncovered by. Rogers at the 
Pasteur Institute that B. prodigiosus in- 
creased the virulence of other organisms and 
used Coley’s mixed toxins of both the Strep- 
tococcus erysipelatis and B. prodigiosus. 

Bradley L. Coley, his son, today finds that 
50 percent of patients with reticulum-cell 
sarcoma treated with irradition and Coley’s 
vaceine are alive after five years, In one case 
cited in his book Neoplasms of Bone (page 
338), a patient with this condition who had 
already had metastasis to spine, sealp, and 
clavicle, is well 21 years later, having been 
treated only with the Coley’s vaccine, 

A piece of biopsied tissue from the skin, 
in the case of the patient herein presented 
was placed in the anterior chamber of a rab- 
bit but did not grow. This lack of growth in 
malignant lymphoma was also the experience 
of Dr. Harry S. Greene of Yale who initi- 
ated this type of experimentation to help dif 
ferentiate anaplastic tissue. The tissue did not 


Fig. 2A (Givner). Subconjunctival lymphomatous 
involvement of the left eye 
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grow even after giving the rabbit intravenous 
streptococcus vaccine of the strain to which 
the patient was sensitive. Nitrogen mustard 
again made the patient's lesions disappear. 

The patient’s course was now downhill. 
The vitreous of the right eye became more 
cloudy. The left eye developed a subcon- 
junctival salmon-colored chemosis (fig. 2A). 
She died May 19, 1953. Complete autopsy 
including both globes was obtained. 

The vitreous of the right eye showed many 
inflammatory cells, polys, lymphocytes, and 
plasma cells but in the region of the ciliary 
body, the vitreous, in all serial sections 
studied, showed cells that were well pre- 
served, with larger nuclei than in the other 
cells of the vitreous (fig. 2B). 

In the left eye there was marked infiltra 
tion subconjunctivally of lymphomatous cells 
invading the superficial sclera and extending 
on to the cornea (fig. 2C). The macula of 
the left eye showed subretinal transudate and 
a marked thickening (six times the normal) 
of the lamina vitrea, suggestive of a degen- 
erative lesion (fig. 3). 

Subsequent skin testing of two other cases 
with lymphosarcoma (generalized) showed 
no sensitivity to the vaccine to which my 
patient was sensitive. 

To sum up, then, the fact that reactions 
of this kind have not been previously ob- 


Fig. 2B (Givner). Type of cells found in the 
vitreous of the right eye 
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Fig. 2C (Givner). Left eye, showing invasion of the sclera and cornea by lymphomatous cells. 


served in other patients receiving intravenous 
streptococcic vaccine, plus the fact that other 
cases of malignant lymphoma do not even 
show a sensitivity to streptococcic vaccine, 
would make one conclude that any relation- 
ship that might seem to exist between the in- 
jection of the streptococcus vaccine in this 
case and the precipitation of the reticulum- 
cell sarcoma was purely coincidental. 


108 East 66th Street (21). 


Fig. 3 (Givner). Macula of the left eye, showing 
subretinal transudate and thickening of the lamina 
vitrea. 
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CHOROIDAL METASTASIS OF BRONCHIAL ADENOMA* 


ADENOID-CYSTIC CARCINOMA TYPE 


Marion M. Ricketts, M.D., Tuomas Pricer, M.D., anp Maxwett Tuomas, M.D. 
Dallas, Texas 


Intraocular tumors have long held a posi- 
tion of intense interest to the ophthalmol- 
ogist, not only because of the difficulty in 
distinguishing between serous retinal detach- 
iment and detachment which is partly solid 
and partly serous, but also because of the 
fact that a preponderance of such lesions are 
highly malignant. Occasionally the problem 
is made even more complex by the existence 
of a malignant or questionably malignant tu- 
mor elsewhere in the body. 

According to Long, et al.," aspiration bi- 
opsy makes possible the reliable determina- 
tion of the presence of malignant growths 
within the eye. To us it appears that one 
could depend only upon positive findings 
obtained by this method. The use of radio- 
active tracer substances (Thomas, et al.*), 
under carefully controlled conditions, may 
furnish very valuable information. The 
decision as to proper therapeutic procedure 
may still be difficult even after the presence 
of intraocular tumor has been determined. 

Choroidal metastasis of bronchial adenoma, 
adenoid-cystic carcinoma type, has not here- 
tofore been recorded, in so far as can be 
determined by a brief review of the litera- 
ture. Reese,’ Friedenwald,* and Holinger’ 
state that they have not seen nor heard of 
any similar metastasis, and this case ts the 
only one on file with the Armed Forces 
Institute of Pathology. 

This tumor has long been considered by 
most pathologists to be relatively benign, 


* From the Department of Surgery of the Vet- 
erans Administration Hospital, Dallas, Texas, and 
the Department of Surgery, Southwestern Medical 
School of the University of Texas. Reviewed in the 
Veterans Administration and published with the 
approval of the chief medical director. The state- 
ments and conclusions published do not necessarily 
reflect the opinion or policy of the Veterans Ad- 
ministration. 


metastasizing late and, in most cases, re- 
sponding satisfactorily to radiotherapy. 

According to the Armed Forces Institute 
of Pathology :* “The relative malignancy of 
this type of tumor, not only in the bronchus 
but also in the upper respiratory tract and 
elsewhere, is becoming more apparent as 
more cases with metastasis come in. The 
slow course of this tumor and the corre- 
spondingly long follow-up period are among 
the factors that make a satisfactory statisti 
cal analysis difficult.” 

In a report on a similar tumor, Reid’ 
states: “Although this tumor is still generally 
classed with the bronchial adenomas, there 
has for some time been a tendency to give 
it special consideration, because of its greater 
tendency to invade and to recur, than the 
more common carcinoid type of bronchial 
adenoma. Only recently, however, is the 
recognition of the relative malignancy of 
this tumor beginning to emerge.” 


CASE REPORT 


This 33-year-old white man entered the 
hospital on October 28, 1952, for diagnosis 
and treatment. His chief complaints on ad- 
mission were respiratory symptoms, since 
1944, characteristic of bronchial asthma, He 
stated that there had been frequent episodes 
of unusually abrupt and severe fever. He has 
had very frequent blood-streaking of sputum, 
but no gross hemoptysis. 

Physical examination at time of admission 
revealed entirely negative findings except for 
those referable to the respiratory system, The 
breath sounds were distant over the lung 
field both anteriorly and posteriorly. The 
breath sounds were increased over the entire 
right side, especially over an area just to 
the right of the sternum between the second 
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and the fifth ribs. The chest was hyper- 
resonant to percussion bilaterally. There was 
an increased tactile fremitus in the right 
apex anteriorly and posteriorly. There was 
decreased tactile fremitus over the entire left 
side anteriorly and posteriorly, 

X-ray studies of the chest, taken on admis- 
sion, showed a mass in the right superior 
mediastinum (fig. 1). Planograms done on 
November 10, 1952, again showed the fusi- 
form mediastinal mass, and it was evident 
from this examination that the mass en- 
croached on the right main-stem bronchus, 
narrowing its lumen considerably, causing 
superior retraction of the main-stem bron- 
chus. 

The patient was bronchoscoped and the 
mucosa was found to be hyperemic and to 
bleed easily. The blood was aspirated and was 
sent to the laboratory for study, 

The opening of the right main-stem bron- 
chus was about one-half normal size and 
that on the left was slightly smaller than 
normal, The carina was rounded instead of 
angular. No biopsy was taken because of 
profuse bleeding. It was suggested that the 


Fig. 1 (Ricketts, Price, and Thomas). Chest X-ray 
film, showing fusiform mediastinal mass. 


Fig. 2 (Ricketts, Price, and Thomas). Section of 
biopsy specimen of bronchial adenoma. 


patient be bronchoscoped again. 

On November 14, 1952, the patient was 
bronchscoped again, and a biopsy was done. 
The pathologic diagnosis on that biopsy 
specimen was bronchial adenoma, adenoid- 
cystic carcinoma type (fig. 2). The patient 
was given X-ray therapy in small doses, re- 
ceiving a total of 2000 r to each of four ports 
and, at time of discharge on December 19, 
1952, was asymptomatic. 

Follow-up. The patient was recalled to the 
hospital on February 19, 1953, for follow-up 
X-ray studies and bronchoscopic examina- 
tion. The mucosa was reported smooth, non- 
ulcerated, without telangiectasia. 

The left bronchus was more markedly 
compressed in the anteroposterior diameter 
than before, and at that time was slitlike. The 
left bronchus was open, but with nodularity 
on the right tracheal wall and on the inner 
right bronchial wall. The carina was widened 
anteriorly. There were nodules on the inner 
right main bronchus, and there was a nodule 
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on the lateral tracheal wall. These nodules 
were biopsied, and the pathologic report was 
again bronchial adenoma, adenoid-cystic car- 
. coma. type. 

The chest films, taken during a subsequent 
period of hospitalization, revealed no evi- 
dence of pathologic findings on March 31, 
1953. The patient was completely asympto- 
matic and had been working regularly every 
day. During this hospital stay, he received a 
total of 2,604 r of deep X-ray therapy to the 
tumor area. 

Eye involvement. On April 16, 1953, the 
patient presented himself at the hospital, 
Stating that he had experienced, recurrent 
headaches and blurring of vision of the 
right eye for about one week. 

External examination of the eyes showed 
no significant change from normal. Vision 
was: O.D., 20/200, correctible to 20/30 by 
a minus 2.0 D. sph.; O.S., 20/20, with no 
manifest error. 

Funduscopic study of the right eye re- 
vealed a raised, grayish area two dise diame- 
ters in width, inferior to the disc, extending 
forward to the equator. Two retinal vessels 
of the inferior temporal group were seen to 
pass up and over the area of elevated retina. 


Fig. 3 (Ricketts, Price, and Thomas). Gross speci- 
men, showing metastatic tumor mass 


One of these vessels gave depth to the picture 
as it appeared to pass around the gray area 
and disappear below. The remainder of the 
fundus showed no significant change. 

A check of the peripheral field on the are 
perimeter revealed flattening of the superior 
portion to about 20 degrees. No change was 
noted in the size of the blindspot, and central 
helds were normal. 

On transillumination of the globe, poor 
light transmission was demonstrated from 
the 4- to 6:30-o0’clock positions and backward 
along this radius. Rachoactive phosphorus 
was used in an attempt to determine further 
the exact character of the area of retinal de- 
tachment. No useful information was ob- 
tained, Aspiration biopsy was reported to 
contain only a few red cells and no tumor 
cells, 

The decision as to proper therapeutic pro- 
cedure was difhcult. The case was presented 
to the hospital Tumor Board. The final ree- 
ommendation was that, if the lesion was 
metastatic, would be of little 
value to the patient and some form of radio 


enucleation 


therapy would be the procedure of choice. 


Fig. 4 (Ricketts, Price, and Thomas). Section of 
choroidal tumor, showing similarity to biopsy spect- 
men. 
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The resident pathologist considered choroi- 
dal metastasis from the original bronchial 
tumor most remote and advised that the 
intraocular tumor was probably primary. 
Rapid growth of the lesion necessitated enu- 
cleation, regardless of incomplete clinical 
diagnosis. 


PATHOLOGIC REPORT 


The pathologic report on the eye was as 
follows : 

Gross (fig. 3). Specimen consists of a right 
eye of normal external appearance. On open- 
ing the eye a tumor mass is found elevating 
the retina on the inferior medial side. It 
reaches to within eight mm. of the optic disc 
and five mm. of the ora serrata and measures 
15 by 15 by 3.0 mm. 

Its outlines are irregular, unencapsulated, 
and fairly well defined. Irregular rounded 
protrusions extend from its general periph- 
ery. The tumor is fleshy in consistency and 
pale pink, mottled with deeper red in color. 

The overlying retina is gray in color, 
wrinkled and dull. The tumor appears grossly 
to be lying within the choroid. The remainder 
of the eye shows no gross changes. 

Microscopic (fig. 4). Sections from the 
tumor area show a fairly well-defined, unen- 
capsulated tumor within the choroid. A single 
small extension of the tumor is seen within 
the inner portion of the sclera, filling an en- 
dothelial-lined space. This latter space is 
probably a lymphatic, though adjacent small 
~ vascular channels are blood-filled. 

The tumor presents a morphology similar 


to that of the original biopsy of the patient's 
bronchial tumor. It consists of small, fairly 
solid nests of cells having a scant cytoplasm 
with fairly uniform; normochromatic nuclei 
without apparent nucleoli and without mitotic 
figures. Frequently the cells are arranged 
about small clear areas in a palisaded manner, 
producing glandlike structures. 

Between the tumor cells is a scant fibrous 
stroma containing many rounded and dentri- 
tic melanin-filled cells, presumably of uveal 
origin, and numerous distended endothelial- 
lined spaces, some of which contain a few 
red cells. 

The retina presents separatton to a point 
anterior to the ora serrata. The retina, where 
represented, however, shows no degenerative 
changes. 

Specimens of the bronchial tumor and its 
choroidal metastasis were sent to the Armed 
Forces Institute of Pathology, resulting in a 
general corroboration of the report just de- 


scribed. 


COMMENT 


A case of choroidal metastasis of bronchial 
adenoma, adenoid-cystic carcinoma type, has 
been reported. So far as we can determine, 
no similar case has been recorded. It appears 
likely that, in the near future, there will be 
wider acceptance of the concept that this 
controversial tumor is malignant in nature, 
and not in a class with bronchial adenoma of 
the carcinoid type. 


Wynnewood Professional Building. 
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METASTATIC CARCINOMA OF THE IRIS AND CILIARY BODY 


Watter Maver, M.D., anp Epwarp S. Ray, M.D. 
Richmond, Virginia 


GENERAL CONSIDERATIONS 


Since Asbury and Vail' described a case of 
carcinoma metastatic to the iris in 1940, no 
other case without choroidal involvement has 
been reported in the literature in so far as 
we are able to determine.*** The case to be 
reported is one of carcinoma metastatic to the 
iris, ciliary body, cornea, and limbus, the 
primary focus being the lung. This is the first 
case to be described in the Negro and brings 
the total number of cases of metastatic iris 
garcinoma without choroidal involvement up 
to 10. We feel that this case deserves report- 
ing not only because of the rarity of the 
condition but also because of the mistakes 
made in diagnosis, as well as the subsequent 
use of a portion of the cornea for a penetrat- 
ing keratoplasty. 

Two reasons must be considered for the 
extreme rarity of metastasis to the anterior 
segment of the eye. The first is that there 
are only two long ciliary arteries supplying 
the anterior uvea as compared with the 10 
to 12 long posterior ciliary arteries which 
supply the posterior uvea and therefore make 
choroidal involvement more frequent, The 
second reason is that carcinomatous metas- 
tases are very rare in muscle tissue, and the 
ciliary body is composed mostly of muscle 
tissue, 


Case History 


A 58-year-old Negro was admitted to the 
medical service of the Medical College of 
Virginia Hospital on March 28, 1953, with a 
complaint of shortness of breath of five 
weeks’ duration. His history indicated that 
about five weeks prior to admission, he had 
had a shaking chill accompanied by fever and 
cough productive of yellowish sputum. He 
responded to penicillin treatment and re- 
turned to work for several days but then his 
symptoms recurred. About one week prior 
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to admission, he developed pain in the upper 
anterior portion of the right chest, associated 
with some restlessness and increasing cough. 
There had been a weight loss of about 10 
pounds in recent months, He complained of 
failing vision in his right eye for the pre- 
ceding three to four weeks, but the eye did 
not pain. 

Physical examination on 
showed a well-developed, slightly obese, mid- 
dle-aged Negro, lying quietly in bed in mild 
respiratory distress. Temperature, 98.4°F, ; 
pulse, 80; respirations, 22; blood pressure, 
160/90 mm. Hg. There were bilateral two- 
cm. epitrochlear nodes, and a similar right 
axillary and inguinal node. The chest showed 
increased anteroposterior diameter. There 
were bilateral sonorous expiratory rales, 
most prominent over the right lung poster- 
iorly. The heart was not enlarged. The 
rhythm was regular, and there were no mur- 
murs. The abdomen was obese, slightly dis- 
tended, and tympanitic. No organs or masses 
were palpable. The prostate was moderately 
enlarged. 

Laboratory studies were as follows: 

Hemoglobin, 10.8 gm.; WBC, 5,250, with 
44 percent neutrophils, six percent eosino 
phils, one percent basophils, 46 percent 
lymphocytes, and three percent monocytes. 
The urine showed specific gravity 1.015 with 
a trace of albumin, and the sediment con 
tained many WBC and occasional RBC. 
Blood sugar, 100 mg. percent; blood urea 
nitrogen, 9.0 mg. percent. Total serum 
proteins, 7.3 gm. percent, with globulin, 3.9 
gm. percent, and albumin, 3.4 gm. percent. 
Sputum culture grew the pneumococcus and 
beta hemolytic streptococcus. Several sputum 
specimens were negative for acid-fast bacilli. 
Blood culture was negative. 

Chest films showed an area of atelectasis 
just above the horizontal fissure on the right. 


admission 
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There was also an area of density below this, 
three cm, in diameter. The heart and medias- 
tinum were displaced slightly to the right, 
and there was enlargement of the right hilum. 
The left lung was clear. 

Electrocardiogram was normal. Intra 
' dermal tuberculin test was positive in a dilu- 
tion of 1 to 1,000 (old tuberculin). 

Bronchoscopy was carried out, and no 
intrinsic lesions of the bronchi were seen; 
there was some mesial compression of the 
right main bronchus. 

Eye examination, Five days after the 
patient had been admitted to the medical 
service, he was seen by an ophthalmologist. 
His visual acuity was 20/40-—2 in the right 
eye, and 20/30-—2 in the left eye. 

In the right eye, there was a moderate 
conjunctival injection present in the cul-de- 
sac and palpebral conjunctiva. There was a 
very slight pericorneal flush. The cornea was 
lustrous, and there were a few yellow-brown- 
ish keratic precipitates present, scattered ir- 
regularly over Descemet’s membrane. A 
three-plus flare was present in the aqueous. 

The entire iris was covered with round, 
white exudates of a somewhat nodular type 
(fig. 1), two to three mm. in diameter, and 
with a smooth surface resembling accumu- 
lations of fibrin. These whitish areas, which 
looked very much like minute snowballs, 
seamed to be located mainly in the iris crypts, 
and gave the impression of being adherent 
to the underlying iris stroma. A few new ves- 
sels were visualized at the 9-o'clock position 
over the iris surface. 

The pupil was irregular and fixed by nu- 
merous posterior synechias. The lens was 
normal, 

The vitreous presented a slight haze, and 
the fundus was poorly visualized. However, 
except for a moderate amount of sclerosis, 
normal for this patient's age, the fundus 
appeared to be normal, Tension was 40 mm. 
Hg (Schigtz). 

- The left eye was entirely normal: 
Our impression at this time was that the 
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Fig. 1 (Mayer and Ray). Appearance of eye 
when patient was first seen. A large number of .- 


round, white, snowball-like deposits can be seen 
over the iris surface. 


patient had an acute granulomatous irités in 
the right eye, and because of the clinical 
appearance of the iris, Boeck’s sarcoid was 
favored as the cause. 

A right epitrochlear node was biopsied and 


revealed changes characteristic of derma- 


pathic lymphadenopathy. The chest X ray 
was not typical of sarcoidosis, but large 
lymph nodes were present in the right hilum, 
and it was believed that compression of a 
bronchus by these, with distal infection, 
could account for the chest X-ray picture. 
The decision was then made to treat the pa- 
tient’s right eye for sarcoidosis. 

On April 1, 1953, the patient was started 
on hot compresses and atropine ointment 
four times daily, to which cortisone ointment 
was added a few days later. With this treat- 
ment the eye became somewhat less con- 
gested, and the pupil dilated irregularly. A 
subconjunctival injection of adrenalin and 
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atropine was given on April 7, 1953, which 
resulted in the breaking up of a few more 
posterior synechias, but there were still many 
left which resisted all types of therapy. 

The patient was discharged on’ April 16, 
1953, somewhat improved, and he was told 
to continue with the same medications at 
home. One week later, on April 23, he was 
seen in the eye clinic as an out-patient, at 
which time there was a heavy flare present, 
many keratic precipitates, and an hypopyon 
of about two to three mm. 

The previously described whitish nodular 
formations over the iris had disappeared to a 
great extent, but there were still areas in 
which these nodules were present, They had 
not changed in size and did not cause any 
prominence in the anterior chamber. At this 
time the patient’s visual acuity in the right 
eye had diminished to 20/100. 

The patient was seen again on May l, 
1953, at which visit he complained for the 
first time of pain in this right eye. Tension 
was 90 mm. Hg (Schigtz). There was an 
hyphema present of about four mm. 

On May 6, 1953, after having used the 
same treatment at home combined with an 
analgesic, he had slightly less pain than at 
the time of his previous visit. There was no 
light perception present in this eye. He was 
given two minutes of beta irradiation over 
the ciliary body. 

In successive weeks, May 13th and May 
2th, the patient received two more series 
of beta irradiation of two minutes’ duration, 
each without any change in his subjective or 
objective eye findings. On May 13th there 
was practically no hyphema present but at the 
time of the following visit, May 20th, the 
hyphema had recurred, 

On May 27th he developed severe pain in 
the right eye and was again admitted to the 
hospital. The tension was 72 mm. Hg 
(Schigtz) and an hyphema of about three to 
four mm. was present. All keratic precipi- 
tates had disappeared; otherwise the eye 
findings were unchanged (fig. 2). 


METASTATIC CARCINOMA OF IRIS 


Fig. 2 (Mayer and Ray). Appearance of eye prior 
to enucleation. Almost all of the white deposits in 
the iris have disappeared. A diffuse hyphema makes 
this photograph appear out of focus. 


An enucleation of the right eye was done 
on May 30, 1953, and on the same day, part 
of the patient's cornea was used for a 6.5- 
mm, perforating keratoplasty. He had a 
normal postoperative course. 

Repeat chest X-ray studies revealed a 
dense, homogenous shadow throughout the 
right hemithorax with no mediastinal dis 
placement. This was interpreted as bemg due 
to pleural fluid and atelectasis. A total of 
1,400 ce. of bloody serous fluid was aspirated 
from the right pleural space; this fluid was 
reported as suspicious for malignant cells. 
He was again bronchoscoped on June 9, 
1953, at which time a bleeding tumor mass 
was noted in the right lower lobe bronehus, 
a biopsy of which revealed an oat-cell car- 
cimoma. He was discharged from the hospital 
on June 20, 1953, and three days later was 
fitted with a prosthesis for his right eye. 


PATHOLOGIC REPORT 


The pathologic report on the enucleated 
eye from the Armed Forces Institute of 
Pathology is: 

AFIP Accession No, 590592 

Gross. The specimen consists of a partially 
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Fig. 3 (Mayer and Ray). Gross section from the 
enucleated eye. The tumor can be easily seen at the 
ciliary body, iris, sclera, and limbus. 


collapsed eye measuring 24 by 23.5 by 24 
mm. A circular segment of the cornea has 
MHeen removed. There is a pale elevated 
episcleral nodule which measures 2.5 by 4.0 
mm, at the limbus between the 6- and 
8-o'clock positions. The block for sectioning 
is taken in the oblique plane. There are ret- 
inal folds around the macula. Engorged 
blood vessels radiate from the optic disc. The 


fundus is deeply pigmented. The lens fell out 


on opening the eye. There is thinning of the 
sclera (fig. 3). 

Microscopic. A large central segment of 
cornea is missing. There is congestion and 
perivascular round-cell infiltration of the 
lumbal tissues on both sides. In addition, on 
one side there is a large area of subepithelial 
infiltration by cords of small, dark-staining, 
undifferentiated epithelial tumor cells. Sim- 
ilar neoplastic infiltrates are seen in the 
sclera about the canal of Schlemm on both 
sides. Infiltrates of tumor cells are also ob- 
served between Descemet’s membrane and 
the corneal endothelium. 

Multiple neoplastic infiltrates with a strik- 


ing perivascular distribution are present in 
the iris on both sides (figs. 4, 5, and 6). In 
the ciliary body there are numerous elon- 
gated cords and a few rounded masses of un- 
differentiated, but definitely epithelial, tumor 
cells. The neoplastic cells are of moderate 
size and ovoid contour; they have large, 
deeply staining ovoid nuclei with a finely 
divided, diffuse chromatin pattern and in- 
conspicuous nucleoli. The scanty cytoplasm 
has a pale pink color. Mitotic figures are 
numerous. The filtration angle is partially 
obliterated by narrow peripheral anterior 
synechias. 

The retina contains small focal hemor- 
rhages, and there is a loss of ganglion cells. 
There is slight cupping of the disc and 
depression of the lamina cribrosa. Early 
cavernous atrophy is evident. The separately 
sectioned lens shows mild cortical degenera- 
tion. Some iris pigment adheres to the ante- 
rior surface. 

Diagnoses. Carcinoma, undifferentiated, 
metastatic to iris, ciliary body, cornea, and 
limbus, probably primary in lung; secondary 
glaucoma ; focal retinal hemorrhages. 


DISCUSSION 


In reviewing the literature on the subject, 
we have found several facts which, had they 
been considered previously, might have led us 
to the correct diagnosis before the eye was 
sectioned, 

First of all, the whitish nodules in the iris 
did not show any invasion by vessels, as 
usually occurs in Boeck’s sarcoidosis. In the 
second place, as Kreibig* stated in 1937, re- 
peated spontaneous hyphemas which clear up 
smoothly only to recur later are almost 
pathognomonic of metastatic carcinoma, and 
they are very rare in the granulomatous type 
of iritis. The whitish, snowball-like forma- 
tions on the iris had already been described 
in 1929 by Knapp," who felt that they were 
accumulations of tumor cells. 

It is surprising to read in the literature 
that almost 50 percent of all reported cases 
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Fig. 4 (Mayer and Ray). Section from the iris and ciliary body of Figure 3 (100). 


Fig 5 (Mayer and. Ray). An- 
other section from the ciliary body. 
Note the infiltrate of tumor cells. 
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had practically mo inflammatory signs. On the 
other hand, the other 50 percent presented so 
many inflammatory signs that, as Kreibig 
says, someone will almost always make a first 
diagnosis of an inflammatory process in these 
cases, 

Probably the fact that the inflammatory 
signs in the eye increased, and at the same 
time the keratic precipitates and some of the 
snowball-like formations on the iris disap- 
peared, should have made us more careful in 
considering the possibility of a metastatic 
tumor. If we had been conscious of this, we 
probably would not have used part of the 
cornea for a transplant. 

After receiving the preliminary report of 
metastatic iris carcinoma, we followed very 
carefully the patient who had received the 
corneal graft from this eye, but up to our 
last examination on December 15, 1953, be- 
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Fig. 6 (Mayer and Ray). High 
magnification of the tumor nodule 
at the sclera of Figure 3. 


fore receiving the definite report from the 
Armed Forces Institute of Pathology indicat- 
ing that the tumor also involved the cornea, 
the corneal graft has remained completely 
clear, and there has been no sign of activity 
in the recipient's eye. 


SUM MARY 


A case of carcinoma of the lung with 
metastases to the iris, ciliary body, cornea, 
and limbus is reported. The difficulties in di- 
agnosis are emphasized, and the unusual fact 
that the cornea was used as a graft without 
any adverse effects is reported. 

Medical College of Virginia. 


We want to express our gratitude to Lieut. Col. 
L. E. Zimmerman, of the Armed Forces Institute 
of Pathology, and to the Departments of Pathology 
and Visual Education of the Medical College of 
Virginia for assistance in making this paper possible 
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PLASMOCYTOMA OF THE ORBIT* 


Vernon K. S. Jim, M.D. 


Rochester, Minnesota 


A plasmocytoma or plasmoma is a neo- 
plasm consisting essentially of plasma cells. 
Its occurrence within thé orbit is relatively 
unusual. Forrest,’ in a review of 222 cases of 
orbital tumor from the registry of ophthalmic 
pathology of the Armed Forces Institute of 
Pathology, described but one instance. In a 
series of 355 cases of orbital tumor, Reese® 
described lymphomatoid tumors but ob- 
served no instance of plasmocytoid tumors. 
Ingalls* classified plasmocytomas as hemato- 
poietic and reticulo-endothelial system 
tumors and, in an extensive analysis of 216 
case histories, found no instance of a plas- 
mocytoma occurring within the orbit. Walsh* 
reported one case of plasmocytoma of the 
orbit which was successtully treated by radio- 
therapy. Mck-voy’ considered an extramedul- 
lary site for plasma-cell tumors of great 
rarity and described one case within the 
orbit. 

Two types of plasmocytomas are deseribed 
by Duke-Elder:* (1) An inflamnfatory plas 
mocytoid tumor which ts observed im old 
trachoma and which follows a completely 
benign course ; and (2) a primary noninflam- 
matory neoplastic type which is a definite 
pathologic entity of unknown etiology and 
indefinite classification. 

The primary plasma-cell tumor involving 
soft tissue is uncommon and is usually re- 
stricted to mucous membranes and submu- 


* From the Division of Ophthalmology, Univer- 
sity of Chicago School of Medicine, Chicago, Ili- 
nois. 


cous tissues of the alimentary and respiratory 
passages of the head and neck.*’* These 
have been reported as occurring in the ton- 
in the maxillary antrum," in the nasal 
cavity,’* in the larynx, and in the bronchus 
and pleura.’’ Involvement of the lung with 
successful removal by lobectomy has also 
been reported.'* Case reports together with 
comprehensive reviews of the literature were 
presented by Hellwig’® in 1943 and by Stout 
and Kenney" in 1949. 

The plasma cell has been characterized by 
Marshalko" as having: (1) Abundant cyto 
plasm of irregular form; (2) an eccentric 
nucleus; (3) the presence of a paranuclear 
lightly stained vacuole; (4) a small nucleus 
with from five to eight deeply stained chro- 
matin blocks regularly arranged in a circle 
about the nuclear membrane. Pappenheim"™ 
described the plasma-cell nucleus as appear- 
ing as a cartwheel, 

Plasmocytoma is a deseriptive term ap- 
plied to tumors consisting essentially of 
plasma cells.” Other cell types such as poly- 
morphonuclear leukocytes, lymphocytes, and 
histiocytes may be seen, but they are not 
usually an essential part of the tumor.’ This 
tumor may occur as single or multiple poly- 
poid or lobulated masses projecting imto 
neighboring cavities.’ Occasional invasion of 
underlying bone may take place. 

Ocular involvement by plasmocytoid tumor 
has been described in the following locations: 
lacrimal sac,” and lids and 
caruncle.” '* Fuchs® mentions a rare and 
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Fig. 1 (Jim). Anterior-posterior view of skull 
showing bony involvement of left orbit. 


benign conjunctival tumor consisting of 
plasma cells and termed “plasmomata.” 
Friedenwald*®* has described plasmomas in 
the conjunctiva and lacrimal sac. Because of 
the paucity of reports concerning orbital in- 
volvement by this type tumor, the following 
case report is presented: 


CASE REPORT 


A 60-year-old white woman was first seen 
in the eye clinic on February 3, 1953, com- 
plaining of swelling of the left eye for the 
previous two months. No pain or loss of 
vision had been noticed but diplopia had 
been experienced in attempts to read. 

Vision was corrected to 20/20 in each eye. 
The right eye was entirely normal. The left 
eye was proptosed downward with Hertel 
exophthalmometer readings of: R.E., 14 
mm.; L.E., 23 mm. The proptosis was not 
compressible. There was no bruit or pulsa- 
tion and the eye was not tender to palpation. 


Peripheral and central visual fields were 
normal. 

Roentgen stydies of the chest and the 
sinuses, the skull, and the optic foramina 
were essentially normal. 

During the following two months, the 
proptosis progressed and vision in the left 
eye decreased to 20/100. There was a definite 
limitation in elevation of the left eye.-At 
this time roentgen studies of the skull indi- 
cated erosion of the superior margin of the 
left orbit (figs. 1 and 2). There was also 
erosion of the left sphenoidal ridge and 
posterior-lateral wall with a decrease in den 
sity of the lateral margin of the orbit. The 
optic foramina views showed no definite en- 
largement but the margins of the left optic 
foramen were indistinct. 

A left common carotid arteriogram indi- 
cated a normal vascular tree without evi- 
dence of an intracranial or orbital lesion. 

On May 1, 1953, a left frontal osteoplastic 
craniotomy was done by Dr. T. R. Rasmus- 
sen of the neurosurgical service. A pinkish- 
gray vascular tumor eroding through the 
lateral wall and lateral portion of the roof of 
the orbit and also infiltrating through the 
soft tissues of the orbit was partially re- 
moved. A small nodule of tumor tissue lying 
in the temporal fossa was also removed, 

The tumor consisted of solid masses of 
plasma cells with moderate cytoplasm and 
large basophilic nuclei (fig. 3). Typical 


Fig. 2 (Jim). Enlargement of anterior-posterior 
view of left orbit showing bony erosive changes in 
greater detail. 
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Fig. 3 (Jim). High-power photomicrograph of 
the histologic structure of excised tumor tissue, 
showing cellular detail. 


plasma cells with cartwheel nuclei were noted. 
There was a monotony about the entire archi- 
tecture of the tumor with no characterjstic 
arrangement or pattern of these plasma cells. 
There was no apparent encapsulation of the 
tumor. 

Postoperatively, the proptosis decreased 
and vision gradually improved. Roentgen 


therapy to the left orbit was started during 
the second postoperative week and a total of 
4,200 r was given over a period of four 
weeks. 

On November 7, 1953, six months follow- 
ing surgery, vision was corrected to: R.E., 
20/20; L.E., 20/30. Moderate lid edema was 


present and no proptosis was noted. 


DISCUSSION 


The diagnosis of plasmocytoma is based 
largely upon histologic study of the tumor 
tissue. The clinical picture of a slowly prog- 
ressive unilateral proptosis associated with 
subjective diplopia and bony erosive changes 
on roentgen studies, as demonstrated in this 
case, fits-into the neoplastic category of or 
bital tumors as defined by Benedict.” The 
other categories of orbital tumors described 
by him are congenital, vascular, inflamma- 
tory, and endocrine. 

Surgical removal of the tumor is the treat- 
ment of choice. Retrogression of the plas- 
mocytoma with radiotherapy has been de- 
scribed.** With extensive involvement of 
vital orbital tissues along with bony erosive 
changes, however, a subtotal removal com- 
bined with intensive X-ray therapy may pro- 
duce good therapeutic and clinical results. 


SUMMARY 


The case of a OO-year-old white woman 
with an orbital plasmocytoma causing clini- 
cal signs and symptoms of an orbital neo- 
plasm which was successfully treated by sur 
gery and X-ray therapy is presented. 

The Mayo Clinic. 
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DICUMAROL IN RETINITIS PIGMENTOSA 


RESULTING CHANGES IN VISUAL ACUITY AND VISUAL FIELDS: A PRELIMINARY REPORT 


Louts S. Leo,* M.D., ann Bernarp Lipman, M.D. 
Norfolk, Virginia 


This paper is presented in the hope that it 
will offer some help in the management of 
retinitis pigmentosa, a disease which we have 
heretofore considered hopeless. 

We cannot at this time answer those ques- 
tions which naturally arise concerning the 
probable physiologic or physicochemical ef- 
fects of Dicumarol in this disease. It is our 
hope that the more general use of this drug 
in the treatment of this disease may result 
in satisfactory answers to the perplexing 
problems that confront us at this time. 

Because this paper is being presented solely 
to offer a new method of treatment, the prob- 
lems of etiology, pathogenesis, and pathology 
will not be considered. Suffice it to say that 
we accept the conclusion that retinitis pig- 
mentosa is primarily a degenerative disease 
of the retinal neuro-epithelium. Of the many 
theories advanced about the pathologic pat- 
tern, the one most generally accepted is that 
the ring scotoma is the end result of early 


* Deceased. 


maturation of the equatorial neuro-epithe- 
lium followed by rapidly advancing prema- 
ture senility with resulting necrosis of the 
cells. It is generally accepted that there are no 
known means at the present time which can 
prevent this disappearance of the neuro-ept- 
thelium. 

In 1947 it was noted by one of us (L. S. 
L.) that a patient suffering from vascular 
disease and who also had retinitis pigmentosa 
showed a sudden improvement in visual acu- 
ity along with an enlargement of the pe- 
ripheral field after treatment with Dicumarol. 
Also in 1948, McGuire published a series 
of nine cases of glaucoma in which he had 
used Dicumarol with a resulting enlargement 
of the visual fields. Our interest in Dicumarol 
was further stimulated by McGuire's work. 

Since 1948, 37 cases of retinitis pigmen- 
tosa have been treated with Dicumarol. Two 
of the cases were studied and treated by 
another physician, under our direction, with 
the deliberate purpose of having someone else 
test this form of therapy. Thirty-three of 


° 
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these cases showed varying degrees of im- 
provement and four showed no improvement. 
This finding suggests that the method is 
worthy of further investigation. These pa- 
tients have been under observation from 1950 
to the present time, and all have retained the 
degree of improvement initially reached, even 
though in most cases the drug has been dis- 
continued for a long period of time. 

All patients with retinitis pigmentosa hos- 
pitalized for Dicumarol therapy received a 
careful medical study prior to use of the 
drug. None of the patients considered for 
treatment gave a history of hemorrhagic di- 
athesis, ulcerative lesions of the gastro- 
intestinal tract, or of central nervous-system 
bleeding. None of the patients had severe 
hypertension. The patients were carefully 
studied for evidence of cardiovascular dis- 
ease and for evidence of hepatic and renal 
dysfunction. All patients also received blood 
sugar and cholesterol determinations and, 
where indicated, carbohydrate tolerance tests. 

The original method of treating these pa- 
tients has been hospitalization for study and 
for daily prothrombin determinations made 
by the method of Quick. Dicumarol was then 
given in doses of 300 mg. daily until the 
prothrombin time was prolonged to an arbi- 
trary limit of 38 seconds, or two and one 
half to three times the control factor. When 
the desired prothrombin time was reached, 
the dosage was then regulated and reduced to 
a level that would hold the prothrombin time 
between two and two and a half times the 
control, 

After one week of this intensive therapy, 
the patient was allowed to go home on a sus- 
taining dose of 50 to 75 mg. of Dicumarol 
daily. Weekly prothrombin-time determina- 
tions were then made to permit adjustment of 
Dicumarol dosage. After discharge from 
the hospital it was noted there was usu- 
ally a slow fall in. the prothrombin time in 
spite of continued Dicumarol therapy at 
home. Therapy was continued for six weeks. 

In six cases the method of therapy has 


been changed, in that the dosage of Dicuma- 
rol has been increased to an average of 350 
mg. to 400 mg. daily and kept constant while 
intravenous injections of vitamin K, oxide 
(manufactured by Merck and Company 
under the trade name Mephyton) in dosage 
of 50 mg.* were given so that the prolonga- 
tion of the prothrombin time did not occur. 
This vitamin K, oxide was given in the belief 
that the anticoagulant factor in Dicumarol 
nught not be the therapeutic agent, but that 
another factor in the drug might act directly 
on the retina. Now all cases are given 400 
mg. daily ‘and vitamin K, oxide intravenously 
if the prothrombin time exceeds 30 seconds, 

In this series of 37 cases, hemorrhagic 
tendencies have occurred in only three pa- 
tients. Two showed microscopic hematuria 


Fig. 1 (Leo and Lidman). Mr. R. L. F., aged 
52 years, treated by Dr. E. Clarence Kern, Mont- 
clair, New Jersey. Field studies were made on April 
28, 1953, and June 25, 1953, before and after treat 
ment which consisted of two periods of hospitaliza- 
tion, one week on Dicumarol alone and the other 
week on Dicumarol and 50 mg. of vitamm K, oxide 
on alternate days 
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TABLE 1 
DATA IN 10 CASES OF RETINITIS PI 
| | Prothrombin Time 
Case | Age Sex First Hospitalized 
| Seen High Low 
(days) (seconds) (seconds) 
LB. 49 F 3-23-50 10 12 Con. 41 
14 
A.B 22 M 4-12-50 x 12/14 39 
H.A. 39 M 9-10-51 11 12/12 55 
A.P 46 M 8-7-52 11* 12/13 46 
W.S 44 M 4-21-52 14 13/13 45 
L.M. 56 F 1-953. | 11° 12/13 22.5 
| 
| 
35 M 12-5-52 21° 12/14 39 
44 1-9.53 18* 12/14 62 
M 7-11-52 7 13/13 36 
K.W. | 58 F 1-12-52 18° 13/14 33.5 
| 


~~ 


* Received mephyton to limit prothrombin prolongation. 
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TABLE 1—continued 


MENTOSA TREATED witH DICUMAROL 
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Final Vision : 
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Fig. 2 (Leo and Lidman). Mr. W. H. F., aged 
56 years, brother to Mr. R. 1. F., also treated, as 
outlined, by Ur. Kern. (Above) Before treatment, 
January 30, 1953. (Below) After treatment, April 
13, 1953. 


after three or more weeks, but this cleared 
spontaneously. The third showed petechiae 
of the ankles after four weeks, but this also 
cleared when the drug was withheld. This 
patient was later given Dicumarol without re- 
currence of the hemorrhagic manifestations. 

The 12 case reports as charted in Table 
1 and Figures | and 2 are presented as char- 
acteristic of some of the successful cases in 
this series. 

Cases | and 2 (fig. 1) were treated under 
the direction of Dr. E. Clarence Kern, of 
Montclair, New Jersey, using the same rou- 
tine as in the other cases. 


SUMMARY 


1, Dicumarol appears to be helpful in the 
treatment of retinitis pigmentosa, The anti- 
coagulant action of the drug may or may not 
be a factor in the treatment, as it is suspended 


by the administration of vitamin K, oxide, 
but there seems to be some other property 
of the drug which may act directly on the 
retina. Improvement is not evidenced if small 
doses of Dicumarol are given. 

2. Visual acuity and visual fields are some- 
times markedly improved and with spectacu- 
lar speed. This speed of recovery casts doubt 
as to the pathologic process being on a cellu- 
lar degenerative basis but rather suggests a 
chemical change within the cells. 

3. Return of visual fields are mirror 
images of the fields, as they are lost in the 
progression of the disease, and the return 
seems to be on a basis of increased sensi- 
tivity rather than an increase in form. The 
form follows as the sensitivity of the retinal 
clements increases. 

4. The results appear to be permanent, es- 
pecially in those early cases in which im- 
provement followed discontinuance of treat- 
ment. 

5. The only unpleasant reaction to the 
treatment has been a marked decrease in light 
tolerance and many patients complain of the 
discomfort of glare. 

6. Dicumarol has given what appears to be 
encouraging possibly than 
might be expected from the psychologic ele- 
ment or the frequent fluctuations which oc 


results, more 


cur in this disease. 

This is a preliminary report and is pre- 
sented only in the hope that it will stimulate 
further investigations with this drug. No 


suggestions as to the mode of action of the 


drug can be made at this time. 


421 Wainwright Building (10). 

* Since using Mephyton in order to increase the 
dose of Dicumarol and still sustain the prothrombin 
levels in the near vicinity of the 12- or 13- seconds 
control we find the results seem to be inhibited. We 
are now using the Mephyton only to hold the pro- 
thrombin to a safe level or within 40 to 45 seconds 
as against the normal 12 seconds of the control. We 
would like to express our appreciation to Merck & 
Company for supplying the Mephyton that has 
heen used over the period of these treatments. 
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CARBOMYCIN IN OCULAR INFECTIONS* 


J. A.. M.D., ano H. L. M.D. 
Toronto, Canada 


Carbomycin,’. a new antibiotic developed 
by scientists working in the laboratory of 
Chas. Pfizer and Co., Inc., was first reported 
in September, 1952, by Tanner and co- 
workers.’ It was recovered by the conven- 
tional methods from a strain of the soul acti 
nomyces identified as Streptomyces halstedn. 

The spectrum of activity of carbomycin 
has been shown by Tanner,’ English,’ 
Welch,’ and their co-workers, to be chiefly 
against gram-positive and gram-negative 
cocci. It has little effect against the gram- 
negative bacilli, with the exception of some 
strains of Hemophilis influenzae and He- 
mophilus pertussis. Wong* has demonstrated 
that it is highly effective in ovo and m vivo 
(mice and guinea pigs) against many of the 
rickettsiae and large viruses, namely those 
causing Rocky Mountain spotted fever, epr 
demic scrub and murine typhus, rickettsial 
pox, lymphogranuloma venereum, and psit- 
tacosis. 

English and co-workers*? preliminary 
studies on the development of resistance of 
Staphylococcus aureus and other test organ- 
isms toward carbomycin, state that such 
resistance does not develop readily and that, 
when it does occur, there ts a low, steplike 
gradual rise. 

Carbomycin appears to offer certain ad- 
vantages in the treatment of ocular infec- 


* From the Department of Ophthalmology, Uni- 
versity of Toronto. 
* Magnamycin, Chas. Pfizer & Co. Ine 


tions. Not only does it have a good inhibitory 
effect on streptococci and pneumococci sim- 
ilar to that of penicillin and the broad-spec- 
trum antibiotics, but it has the added advan 
tage of a lower index of resistance to staphy 
lococeal strains. When given orally, it is less 
likely to alter the normal intestinal flora. 

Cross-resistance between carbomycin and 
penicillin or the broad-spectrum antibiotics 
has so far not developed in our series of 126 
strains of Staphylococcus aureus isolated 
from ocular sources. Finland, et al.,” reported 
that strains of staphylococci which have been 
made resistant to either carbomycin or 
erythromycin, simultaneously became resist- 
ant to the homologous antibiotic. 

This study was undertaken: 

|. To compare the in vitro sensitivities of 
pathogenic staphylococci with carbomycin, 
erythromycin, penicillin, aureomyein, terra 
mycin, streptomycin, and chloramphenicol. 

2. To test the efficacy of ophthalmic oint 
ments containing carbomycin hydrochloride 
and carbomycin as the base, in the treatment 
of external ocular infections. 

3. To determine the intraocular penetra- 
tion of carbomycin hydrochloride when ap 
plied topically. 

IN VITRO SENSITIVITIES OF STRAINS OF 

PATHOGENIC STAPHYLOCOCCI 
A total of 126 strains of Staphylococcus 


aureus isolated from ocular sources (in-pa- 
tients and out-patients) were subcultured in 
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TABLE 1 


SENSITIVITIES OF 126 STRAINS OF STAPHYLOCOCCUS AUREUS ISOLATED 
FROM EVE CULTURES 


Antibiotic Percent Blood Serem 
Antibiotic Concentrations Sensitive Level in Humans 
Cc asbonnyein Sen. 100.0 0.156 to 0.625 yug./mi. (oral route 
1.0 96.8 2 gm. daily) 
0.5 16.5 
 ‘Erythromycia 1.0 100.0 0.1 to 10 ue. route 25 gm. 
0.5 94.5 daily) 
0.1 25.0 
Penicillin G 10 units 86.5 unit (intrarpuscular route 
75.0 400,000 units daily) 
0.1 32.0 
Terramycin 10 we. 82.5 1 weg. route gm. dolled. 
64.0 
0.1 4.0 
10 wg. 90.0 1 we. (oral route 2 gm. daily) 
0.1 55.0 
Streptomycin 50 ug 88.0 10 ue. route gm. 
10 82.5 daily) 
2 40.0 
C ‘hloramphenicol 50 98.4 10 we. route gm. daily) 
10 91.0 
2 13.5 


Hartley’s broth, incubated 20 hours and di- 
luted to 10-*, The standard broth dilution 
method of sensitivity testing was then fol- 
lowed, After 24 hours’ incubation at 37°C. 
(30°C. for aureomycin), the pathogenic 
staphylococci were recorded as being either 
sensitive or resistant to a given strength of 
antibiotic. The antibiotic dilutions chosen 
were based on the average human blood- 
serum levels during therapy and the range of 
bacterial sensitivities encountered in the lab- 
oratory, Six other antibiotics were compared 
with carbomycin. The results are presented 
in Table 1 

Table 1 shows that all strains of Staph. 
aureus were sensitive to 1.5 yg./ml. of carbo- 
mycin, but only 16.5 percent were sensitive 
to 0.5 pg./ml. Human blood-serum concen- 
trations as determined by English and co- 
workers® for administration of carbomycin 
after oral dosage (15 mg./kg.) range from 
0.15 to 0.625 pg./ml. 

Finland, et al.° and Welch and co-workers’ 


showed that sensitive organisms required 
greater concentrations of carbomycin than 
erythromycin to produce the same degree of 
inhibition. This is well illustrated by the fact 
that 16.5 percent of the strains tested were 
sensitive to 0.5 yg./ml. of carbomycin, 
whereas 94.5 percent were sensitive to the 
same concentration of erythromycin. Of the 
antibiotics under test, erythromycin was 
found to be more effective than chloram- 
phenicol, streptomycin, aureomycin, penicil- 
lin, or terramycin in the inhibition of growth 
of strains of pathogenic staphylococci. 


CLINICAL TRIAL 


CASE HISTORY 


J. W., a 38-year-old man, had been treated for 
a long-standing acute blepharoconjunctivitis with 
aureomycin (one-percent ophthalmic ointment) 
(one week), polysporin ophthalmic ointment (one 
week), sodium sulfacetamide (30-percent solution) 
(10 days), cortone (2.5-percent solution) (one 
week). There was no evidence of improvement 
with any of these preparations and pathogenic 
staphylococci could still be cultured from the lids 
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TABLE 2 
Tomcat THERAPY WITH CARBOMYCIN-HYDROCHLORIDE OPHTHALMIC OINTMENT (10 jam. ) 
No. of of 
Diagnosis Cases Isolated Treatment Results 
Chronic blepharitis 12 Staph. aureus 7 to 10 All improved 
Staph. viridans 
Acute catarrhal conjunctivitis 9 Staph. aureus Sto7 All improved 
Staph. viridans 
pneumoniae 
Chronic catarrhal conjunctivitis 6 "Staph. aureus 5to7 All improved 
D. pneumoniae 
Hordeola 3 Staph. aureus 7 to 10 All improved A 
C ‘hronic catarrhal conjunctivitis 2 Staph. aureus 7 to 10 All improved 
+marginal ulcers | 
Socket infections 2 Staph. aureus 7 All improved 
D. pneumoniae 
Chronic dacryocystitis D. pacumoniae 14 Improved 


and conjunctivas. These were resistant to more 
than one unit/ml. of penicillin, 10 wg./ml. of aureo- 
mycin and terramycin, and to more than 50 pge./ml. 
of streptomycin. They were, however, sensitive to 
less than one pg./ml. of carbomycin standard. 

Treatment was begun with carbomycin-hydro- 
chloride ophthalmic ointment applied to the lids 
every four hours, five times daily. The eye condi- 
tion steadily improved and within one week there 
was no evidence of inflammation of the lids or 
conjunctivas. A subsequent recheck four weeks later 
failed to reveal any evidence of blepharoconjunc- 
tivitis and cultures were negative for pathogenic 
staphylococci. 


A series of 50 external ocular infections 
were treated with two ophthalmic ointments, 
the first.containing carbomycin hydrochloride 
and the other carbomycin as the base. The 
results of these series are presented in Tables 


2 and 3. 


‘From Tables 2 and 3 it will be seén that 
clinical improvement followed the use of 
carbomycin ophthalmic ointment. In the 32 
cases treated with carbomycin hydrochloride 
nearly all developed a mild skin and conjunc- 
tival reaction. This often led us to believe 
that treatment had been ineffectual, but re- 
peated cultures revealed the absence of 
pathogenic organisms after 48 hours. Discon- 
tinuance of the antibiotic was followed by 
improvement in the lid and conjunctival ir- 
ritation. 

The second series of 18 patients (table 3) 
were treated with an ophthalmic oimtment 
containing carbomycin as the base. This 
preparation was much better tolerated by 
patients. 


TABLE 3 
Tortcat. THERAPY WITH CARBOMYCIN AS THE BASE (10 wg./mil.) 
No. of Days of 
Diag C ases Isolated = Treatment Results 
Chronic blepharitio 7 “Staph. aureus 7 to 10 All improved 
Strep. viridans 
Acute catarrhal conjunctivitis 7 ‘Staph. aureus 7 to 10 All improved 
Chronic catarrhal conjunctivitis I “Staph. aureus 7 Improved 
Staph. aureus 7 to 10 All improved 


Hordeola 5 
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TABLE 4 


AQUEOUS LEVELS OF CARBOMYCIN HYDROCHLORIDE APPLIED TOPICALLY 
AT 30-MINUTE INTERVALS 


Aqueous 


Withdrawn 
(min.) 
45 
4 60 
7 90 
4 180 


In the entire series three local sensitivity 
reactions developed. Only one of these was 
severe and all subsided within one week after 
therapy was discontinued. 


INTRAOCULAR PENETRATION 


Langham’ and others have pointed out that 
substances readily soluble in fat solvents 
pass through the blood-aqueous barrier faster 
than those readily soluble in water. Since 
carbomycin is fat soluble, it was decided to 
determine the aqueous level reached by topi- 
cal administration. 

Sixteen pairs of rabbits’ eyes were used 
in the experiment. One eye in each rabbit 
was used as a negative control. A small 
amount of carbomycin-hydrochloride oph- 
thalmic ointment was applied to one eye 
every half hour until the aqueous was with- 
drawn, using the following method: 

After instillation of 0.5-percent ponto- 
caine, the eyes were irrigated with normal 
saline. A No, 27-gauge hypodermic needle 
was inserted into the anterior chamber of the 
eye and 0.25 ml. of aqueous removed, The 
aqueous was then tested for carbomycin 
content by using a serial broth-dilution 
method. A special test organism ( Staphylo- 
coccus Peoria) was used for all determina- 
tions. The strain was found to be generally 
sensitive to 0.078 pg./ml. of carbomycin 
standard. 

The results of this experiment are given in 
Table 4. 

It can be seen from Table 4 that, in all 
cases, a minimum aqueous level of 1.25 ug./ 


Carbomycin Hel. 


Average Aqueous 


queous Leve 
Aqueou Level in wg./ml. 


in 
1.25 1.25 
1.25 to 2.50 1.98 
1.25 to 5.00 2.50 
1.56 


1.25 to 2.50 
ml. of carbomycin was obtained. The maxi- 
mum level was reached in 90 minutes and the 
highest level in any one eye was 5.0 yg./ml. 
When the above experiment was repeated,* 
using the ophthalmic ointment containing 
carbomycin as the base, no aqueous levels 
of the antibiotic could be detected. 


SUMMARY AND CONCLUSIONS 


Carbomycin, either as the hydrochloride or 
the base, appeared in this series of external 
ocular infections to be an effective therapeu- 
tic agent in the treatment of gram-positive 
coccal infections. We did not have an op- 
portunity to treat any gram-negative coccal 
infections. 

The skin and conjunctival irritation re- 
sulting from the application of carbomycin 
hydrochloride was not evident when the base 
was used, The failure of carbomycin as the 
base to penetrate the intact cornea, and the 
ability of the hydrochloride to reach thera- 
peutic levels in the rabbits’ aqueous should 
be kept in mind when tréating intraocular 
infections. 

The three sensitivity reactions which oc- 
curred in this series of 50 patients were not 
severe and all subsided within seven days 
after therapy was discontinued. 

The failure of carbomycin and erythromy- 
cin to develop cross resistance with penicillin 
and the broad-spectrum antibiotics may be 
made use of in the treatment of resistant 
staphylococcal infections. 

Banting Institute 

University of Toronto (5). 
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THE CONTAMINATION OF FLUORESCEIN SOLUTIONS* 


WH£ITH SPECIAL REFERENCE TO PSEUDOMONAS AERUGINOSA (BACILLUS PYOCYANEUS) 


Danie. G. Vaucun, M.D. 
San Jose, Califorma 


The maintenance of sterility in ophthalmic 
solutions has always been a major objective 
of the ophthalmologist. Fluorescein solution 
is of particular importance in this regard by 
virtue of its ability to support the growth 
of Pseudomonas aeruginosa and its wide 
use as a diagnostic aid in the management 
of ocular injuries. 

Pseudomonas acruginosa has no invasive 
powers of its own, but is a virulent oppor 
tunist.' This property is all too well demon- 
strated in the eye. Intact corneal epithelium 
is fortunately highly resistant to it, but when 
the organism gains effective entrance through 
a break in the epithelium, it can be totally 
destructive to the eye and will almost cer- 
tainly cause rapid, severe, and permanent 
damage. 

Pseudomonas aeruginosa is a gram-nega- 
tive, motile rod which grows readily on most 
media and produces two pigments, fluo- 
rescein and pyocyanin. It is an obligate 
aerobe, cannot withstand heating to 60°C. for 
30 minutes, and attacks carbohydrates weak- 


*From the Department of Ophthalmology, Uni- 
versity of California School of Medicine. San 
Francisco. Presented before. the Pacific Coast Oto- 
Ophthalmological Society, Los Angeles, May, 1953 


ly.* It can be cultivated from normal human 
skin, from contaminated soil and well water,’ 
from 11 percent of normal human stools,* 
and océasionally from the air." 

Herbert® and Mauersberg* found it in the 
normal conjunctival flora, especially in eyes 
containing dirt.” While it is not considered 
a common ocular pathogen, Pseudomonas 
aeruginosa is often a primary cause of ex 
ternal otitis,” * meningitis,” bacteremia,” 
and diarrhea,'*** and frequently invades the 
genitourinary tract through imstrumenta- 
tion.” 

Ophthalmic-solution contamimation 1s a 
logical consequence of the normally wide 
distribution of Ps. aerugmosa. Since or 
dinary soap is ineffective against it,’* trans 
mission to the solution bottle, or directly to 
the patient's eye, can be presumed to occur 
by way of the dropper, just as epidemic 
keratoconjunctivitis virus is known to have 
been disseminated.’ Air contamination of 
ophthalmic solutions is a likely possibility 
that has not yet been adequately studied. 

The presence of Ps. aeruginosa in fluo- 
rescein solutions has been reported by a num 
ber of observers, including McCulloch,” 
Theodore,’* and Hogan;” in one imstance 


56 DANIEL G. VAUGHN, JR. 


it was found in fluorescein powder.” 

McCulloch found eserine and fluorescein 
particularly suited to the growth of Ps. 
aeruginosa and succeeded in cultivating it 
from all the fluorescein and eserine solutions 
in his hospital, including those used in the 
operating rooms ; the hospital pharmacy had 
routinely refilled these bottles from contami- 
nated stock solutions. 

Theodore” states that almost all commonly 
used eye medications have been contaminated 
with Ps. aeruginosa at one time or another 
and that fluorescein is the preparation most 
commonly involved. 

Other solutions from which the organism 
has been isolated are saline and tap water,’” 
penicillin,” ** calamine lotion and one-percent 
Cetrimide,™ cortisone, two types of silver 
proteinate, and two sulfonamide prepara- 
tions which were recalled by their manu- 
facturers by reason of the contamination.” 

Sattler** was the first (1891) to report an 
ocular infection with Ps. aeruginosa. More 
recent contributors to the subject include: 
Garretson and Cosgrove,”® Lanou,”* Pusey,*’ 
von Sallmann,** Joy,”* Lepard,” Brown,” 
Pendexter,"* Bignell,** Soet,** Wiggins,** 
and Spencer.” 

Garretson and Cosgrove observed 16 
cases from one industrial plant ; unequivocal 
evidence was lacking but the offending 
organism was presumed to have grown in 
boric-acid solution with which all 16 patients 
had been treated. In one month Brown" saw 
three cases that developed after removal of 
corneal foreign bodies ; these could conceiva- 
bly have stemmed from contaminated 
fluorescein or pontocaine solutions. 

McCulloch"® isolated the organism from 
the only known case of Ps. aeruginosa 
meibomitis, and Pusey*®’ recovered it from 
two cases of conjunctivitis. In England, 
Bignell® recently reported 11 cases which 


t Cetrimide is a British antiseptic; it is a mix- 
ture of alkyl-ammonium bromides similar in struc- 
ture and action to benzyl-ammonium chloride com- 
pounds such as Zephiran and Phemerol. 


had been referred to his clinic ; among them 
were two groups of four patients each who 
contracted their ulcers in single industrial 
plants where penicillin drops were instilled 
routinely after the removal of corneal 
foreign bodies. No solution cultures were 
made but “communication with the source 
resilted in avoidance of further infection.” 

Soet™ found a “mysterious” blinding eye 
infection which threatened the closure of a 
vital Michigan war plant in 1944; the epi- 
demic was thwarted by the elimination of a 
bottle of neosilvol which was heavily infected 
with Ps, aeruginosa. There have been other 
reports of eyes needlessly lost or blinded 
from Ps. aeruginosa infection in connection 
with surgical procedures.***" 

Corneal infection with IPs. aeruginosa is 
certainly more common than the sporadic 
reports in the literature would indicate. To 
my knowledge, unreported outbreaks have 
occurred in three major cities. I saw two cases 
in one year of private practice and one case 
during military service; all three required 
evisceration. Another military case traceable 
to a contaminated fluorescein solution was 
observed by an associate, and interrogation 
of a small number of other colleagues netted 
reports of 11 additional cases, three of them 
known to have originated from solution con- 
tamination. 


RESULTS OF SURVEY OF FLUORESCEIN 
SOLUTIONS 


For the purposes of this study, cultures 
were made of 50 samples of fluorescein solu- 
tion obtained in the San Francisco Bay area 
from 31 ophthalmologists’ offices, nine eye 


clinics, four pharmacies, four hospital 
emergency rooms, and two industrial-plant 
dispensaries. 


A total of 27 samples (54 percent), some 
from each of these sources, were found to be 
contaminated (table 1). The contaminants 
were for the most part gram-negative rods ; 
fungi were also present in four instances and 
Staph. albus in one (table 2). 


i 
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TABLE 1 
CULTURAL RESULTS IN FLUORESCEIN-SOLUTION SURVEY: SOURCES OF SAMPLES 


Staphylo- 


Sources of No. of Positive Pseudomonas Pues 
Fluorescein Samples Samples Cultures Aeruginosa "8 coce 
Ophthalmologists’ offices 31 15 ; 4 — 
Eye clinics 5 
Pharmacies 4 2 2 . 
Hospital emergency rooms 4 4 
Industrial dispensaries 2 I 
Totals 50 27 6 4 I 


Ps. aeruginosa was recovered from six 
samples. This was 12 percent of the entire 
series and 22 percent of the contaminated 
bottles. One small industrial plant had had 
three cases of Ps. aeruginosa infection in 
one year, all of them traceable to a single 
contaminated sulfonamide solution. Except 
for the potentially pathogenic white staphylo- 
cocci and fungi in a few samples, Ps. 
aeruginosa was the only ocular pathogen 
recovered, 

Of the 50 fluorescein samples tested, 23 
were from aqueous or saline solutions with- 
out preservatives; 20 of these were con- 
taminated; the three that were sterile had 
been autoclaved a short time before the cul- 


tures were made. Of the 19 solutions known 
to contain preservatives, only three were 
contaminated: two of these contained 
chlorbutanol and were the only chlorbutanol 
solutions in the entire series ; the third was a 
1 :50,000 phenylmercuric-nitrate solution. 


SUSCEPTIBILITY OF PS, AERUGINOSA TO 
ANTISEPTICS 


In an effort to determine a reliable means 
of protecting fluorescein solution from bac- 
terial contamination, three antiseptics fre- 
quently used as fluorescein preservatives 
were tested for their specific effects on Ps. 
aeruginosa. These antiseptics were phenyl 
mercuric nitrate, Zephiran, and chlorbutanol. 


TABLE 2 
CULTURAL RESULTS IN FLUORESCEIN-SOLUTION SURVEY: TYPES OF SOLUTIONS 
Preudo- _,creent 
No. of Positive Percent monas weer , Staphv- 
Type of Solution Samples Cultures Positive Aeru- Fungi lococe 
ginosa 
ginosa 
Aqueous fluorescein with- 
out preservative 23 20 87 6 26 4 l 
Fluorescein with phenyl. 
mercuric nitrate, 
1:25,000 6 0 
Fluorescein with pheny!- 
mercuric nitrate, 
1:50,000 3 
Fluorescein with phenyl- 
mercuric nitrate, 
1: 100,000 3 0 
Fluorescein with Zephiran 4 0 
Fluorescein with Chlorbu- 
tanol 2 2 
Fluorescein in unknown 
vehicle 4 
Mercurochrome 1 0 
Totals 50 27 4 ! 
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TECHNIQUE 

Six ce. of the antiseptic in various dilu- 
tions were inoculated with a loopful of Ps. 
aeruginosa agar slant. The 
organisms were dispersed in the solution 
and, at intervals up to 6O minutes, small 
quantities were removed for culturing. 


from an 


As done originally phenyl mercuric ni- 
trate in dilutions of 1:10,000 and 1:25,000 
destroyed Ps, aeruginosa in five minutes. 
However, when repeating the experiment 
using thioglycollate medium, the pheny! 
mercuric nitrate was not bactericidal, Thio- 
glycollate is the agent of choice to neutralize 
the phenyl mercuric nitrate which may be 
carried over to the culture media and there- 
by the organism can grow uninhibited by 
the antiseptic. ‘ 

Zephiran in a 1:3,000 dilution was bac- 
tericidal in five minutes, but an 1 :8,000 
dilution was not bactericidal in 30 minutes. 

Even though we do not have an adequate 
inactivator for chlorbutanol saturated (0.8 
percent) solutions failed to inhibit the 
growth of Ps. aeruginosa after 69-min- 
utes contact. Experiments done with chlor- 
butanol at a later date showed more 
equivocal but unexplainable results and have 
led us into other means of testing the 
efficacy of this drug from the standpoint of 
its value as an ocular solution preservative. 
These studies are in progress, 

More recently, the possibility of using 
polymyxin has been investigated, but it re- 
acts with the fluorescein to form a precipi- 
tate, and therefore cannot be used as a 
fluorescein preservative. 


DiscussiON AND RECOMMENDATIONS 


All fluorescein solutions used in ophthal- 
mology will, in time, almost certainly become 
contaminated with bacteria. The chief patho- 
genic contaminant of fluorescein is Ps. 
aeruginosa, an organism capable of causing 
corneal necrosis in less than 24 hours. 

In the present survey it was found in six 
of 50 samples examined and was, of course, 


a potential inhabitant of the other 21 con- 
taminated samples. With two possible excep- 
tions (fungi from four and 
staphylococci from one), Ps. aeruginosa was 
the only ocular pathogen recovered. 

In view of the increased incidence of in- 
fection with gram-negative organisms, how- 
ever, Proteus vulgaris may be regarded as 
a likely future contaminant. In fact, the 
whole problem of sterility grows in im- 
portance as an ever increasing number of 
resistance to 


samples 


bacterial strains develop 
antibiotics. 

Corneal infection with Ps. aeruginosa, 
though less rare than generally supposed, is 
uncommon in spite of the widespread use of 
contaminated solutions. It is so devastating 
an infection, however, that a physician would 
count as a major disaster a single case caused 
by an organism contaminating one of his 
own solutions. 

The advisability of using fluorescein in 
the 
foreign bodies has been seriously questioned, 
but the practice is so general in the study 
of minor corneal injuries that its continu- 
ance must be regarded as probable. The only 
recourse is to take adequate measures to pre- 
vent infection. 

At the time this paper was presented at 
the Pacific Coast Ophthalmological Society 
experimental work done by me 
graphically displayed to show that pheny! 
mercuric nitrate 1:25,000 was an adequate 
preservative for fluorescein. And, on the 
basis of laboratory work described in this 
paper, Zephiran and chlorbutanol were 
stated to be ineffective as fluorescein pre- 
servatives, in that concentrations nonin- 
jurious-to the eye were not bactericidal 


examination of corneal wounds or 


was 


against Ps. aeruginosa. The precipitate 
caused by the reaction of the cation, 
Zephiran, with the anion, fluorescein, 


further rules out the use of Zephiran as a 
fluorescein preservative. 

Further experimentation has confirmed 
the lack of bactericidal activity of Zephiran 
and chlorbutanol. However, a colleague has 
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pointed out an experimental error in testing 
phenyl mercuric nitrate. 

When the experiment was repeated using 
thioglycollate medium, phenyl mereuric 
trate did not kill Ps. aeruginosa. Therefore, 
phenyl mercuric nitrate is an meftectual pre- 
servative for fluorescein along with 
Zephiran and chlorbutanol. 

Since there is no suitable preservative for 
fluorescein solutions, the use of Kimura 
fluorescein papers” is highly recommended. 

These fluorescein papers are made by 
autoclaving a 20-percent fluorescein solution 
and painting one edge of any fime-gram 
filter paper with the fluorescein. The paper 
is then cut into strips of desired dimensions, 
placed in screw-capped wttles or sealed 
envelopes, and sterilized Th dry heat for 45 
minutes at LOO°C, 

It should be noted that the temperature 
employed to sterilize the fluorescein papers 
is not a reliable bactericidal temperature, 
but more heat will char the paper. However, 
the fluorescein has already been autoclaved 
and the dry filter paper ts certainly not a 
good bacterial medium. 

A safer method of preparing the fluores- 
cein papers is to paint the papers as de- 
scribed, place them in a screw-capped bottle 
with the top loosely applied, and autoclave 
them. The solution runs but there ts still an 
adequate amount of fluorescein on the paper. 

The fluorescein papers are kept on the 
treatment table, and, when needed, they are 
removed from the jar or envelope with 
sterile forceps and applied directly to the 
eye. Fluorescein papers are used in the Unt- 
versity of California Eye Clinic to the ex- 
clusion of fluorescein solutions. 

An excellent means of protecting fluores- 
cein solution from contamination would be 
to autoclave it daily. This is ordinarily im- 
practical but, if the solution is required 
for a surgical procedure, it should be 
placed in a rubber-capped vial, autoclaved 
immediately preoperatively, and withdrawn 
with a sterile needle as recommended by 
Jensen.** 


Since Ps, aeruginosa is carried on the 
hands and resists ordinary soap, it is further 
recommended as a general precaution that 
doctors and nurses treating eye patients use 
bactericidal soaps or detergents routinely. 

Contamination of solutions other than 
fluorescein also occurs all too frequently. Of 
particular interest was the sulfonamide con- 
tamination uncovered in the course of this 
study since certain sulfonamides are known 
to be effective against special strains of Ps. 
aeruginosa.” 

In connection with the finding of a few 
contaminating fungi im the examined 
fluorescein samples, it is noteworthy that 
solution contamination was suspected in two 
cases of corneal Nocardia infection seen 
recently at the University of California Eye 
Clinic. Prior to visiting the clinic these pa 
tients had both had corneal foreign bodies 
treated in the same remotely situated eye 
clinic, and both had developed an identical 
rare keratomycosis. Corneal involvement 
with fungi ts increasingly common” and it is 
well known that fungi will grow in unpro- 
tected eye solutions. 


SUMMARY AND CONCLUSIONS 


1. Corneal infection with Pseudomonas 
aeruginosa is more common than indicated 
by the sporadic reports in the literature and 
is usually induced by the use of contaminated 
drops in an injured eye. 

2. Samples of fluorescein solution from a 
total of 50 ophthalmologists’ offices, eye 
clinics, pharmacies, hospital emergency 
rooms, and industrial dispensaries in the 
San Francisco Bay area were subjected to 
bacteriologic study for the presence of con 
taminating micro-organisms; 27, or 54 per 
cent, were found to be contaminated, for the 
most part with gram-negative rods. Ps. 
aeruginosa was recovered from 12 percent 
of the entire series and from 22 percent of 
the contaminated bottles, 

3. Kimura fluorescein papers are recom- 
mended as the safest source of fluorescein 


for staming the cornea, 


nd 
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4. Those who prefer the use fluoreseein ver proteinates, as well as all of the alkaloids. 
solutions should autoclave the solutions 220 Meridian Road. ’ 
daily. 
5. Ps. aeruginosa may be a contaminant of = 
AckNowLencement. Dr. Phillips Thygeson and 


other commonly used eye solutions, includ- , Sidney Riegelman gave valuable assistance in 
ing the sulfonamides, penicillin, and the sil- preparing this paper. 
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THE DIFFERENT TECHNIQUES OF CORNEAL GRAFTING 
AND THEIR INDICATIONS* 


A. M.D. 
Geneva, Switzerland 


Many advances have been made in the 
last decade in corneal grafting. The indi- 
cations have become more precise and the 
different operating techniques have seem- 
ingly become standardized, However, this 
unanimity may seem more apparent than 
real. Progress continues because of the con- 
flict of many differences of opinion. The 
complications inherent in corneal grafting 
are well known and their avoidance and 
their correction, if they do occur, have been 
fully described. 

During the past 20. years of corneal 
grafting, many of my cases have been suc- 
cessful and some unsuccessful, and this 
paper presents my own opimons, 

Statistical comparison in corneal grafting 
is obviously fallacious for it does not reflect 
the relative value of the techniques but de- 
pends entirely on indications. It is likely 
that various technical methods do not, 
within certain limits, greatly modify the 
results. There is general accord on basic 
principles but how the transplanted graft 
can be best accustomed to its new surround- 
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ings is not clearly understood. Further ex- 
tensive research will be necessary to solve 
this problem. 

This contribution describes my conception 
of corneal grafting with special attention 
to the description of the techniques and the 
immediate complications and their treat 
ment, as well as the indications. 


TECHNICAL PROCEDURES 
At the present time, three methods can be 
used: (1) The perforating graft, (2) the 
lamellar graft, (3) the so-called “mushroom” 
graft. 


1. THE PERFORATING GRAPT 

For perforating grafts, usually five- to six- 
mm. grafts having their diameter one to 
than the 
recipient 


two-tenths of a millimeter less 
diameter of the the 


cornea, are used. This technique apparently 


orifice om 


contrary to logic and also to the methods 
used in the first experiments, is fully justi 
fied by the fact that the grafts thus fit much 
better and that the risk of partial or total 
postoperative protrusion is lessened, 

From the beginning, | have always used 
the trephine which Grieshaber, of Schaff- 
hausen, makes in accordance with my spect- 
fications. It has the great advantage of cut- 


Fig. 1 (Franceschetti). The Franceschetti tre- 
phine. (Left) Scheme of the instrument which 
shows the central piston regulating the depth of the 
trephining. 


ting perfectly and of having an. interior 
piston which regulates the depth of the 
trephining and prevents the anterior chamber 
from being emptied prematurely (fig. 1). 

As far as possible, the grafts are taken 
from the cadaver a few hours after death and 
without enucleation. The essential point of 
this operation is to obtain perfectly cut grafts, 
especially as far as Descemet’s membrane is 
concerned. In fact, if this membrane is not 
cut cleanly, like that of the recipient, endo- 
thelial proliferation results and prevents 
good coaptation which provokes secondary 
disturbances of the graft. 

The graft is carried in a special cup,’ con- 
taining a solution like that of Ringer ( Holo- 
fusine*) if the operation is performed im- 
mediately, or paraffin oil if it is postponed. 
In the cup, which is put on ice, there is a 
porcelain sieve with a handle which helps 
one to find the graft easily when the 
operation is being performed. 

To hold the graft in place, U-shaped hold- 
ing threads, anchored in the cornea by means 
of Vogt-Barraquer needles, are used. Care 
must be taken not to tighten them too much 
to avoid too srong a pressure when the 
anterior chamber reforms. 


Made by Hausmann Co., St. Gallen, Switzer- 
land. 
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Direct sutures are reserved for compli- 
cated cases: loss of the vitreous, spontane- 
ous expulsion of the lens, aphakia, or large 
graft (9 to 10 mm.). 

Gsreat care must be exercised to minimize 
the trauma to the graft caused by the inser- 
tion of the sutures into it. The sutures 
should be inserted so that equal tensions will 
be exerted to give normal coaptation, and so 
that premature sloughing of the sutures and 
resultant iris prolapse will not occur. 

To facilitate the placing of the threads, | 
use the marker of my assistant, Sergio 
Forni, which permits exact centering of 
threads and facilitates the passage of the 
needles into the cornea (fig. 2). It is a small 
ring in plexiglass of the same diameter as the 
cornea, with four pairs of little hooks which 
are moistened with gentian violet. The de- 
vice is then placed on the cornea and pressed 
onto it in such a way that the hooks penetrate 
slightly, thus preparing the way for the 


Fig. 2 (Franceschetti). Forni’s instrument for 
exact centering of the graft. Four pairs of little 
hooks pressed on the cornea facilitate the passage 


of the sutures. 
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needles. At the same time the trephine ts 
placed in the central opening of the device to 
mark the place for the trephining exactly. 

After having trephined the diseased eye, 
if the 
the cutting is finished with Arruga’s knife or 
de Wecker-Girardet scissors. One must then 
make sure that no small uncut fragments 
of Descemet’s membrane are left, which are 


disc 1s not completely detached, 


always harmful to good coaptation, To re- 
veal them, | have had made by Grieshaber a 
rounded silver spatula which is inserted be- 
tween the cornea and the iris and on which 
the Descemet without 
endangering the lens. This semicutting spa- 
tula 
synechias. 

At the end of the operation, as far as is 


fragments are cut 


also serves to divide any anterior 


possible, air is injected into the anterior 
chamber to prevent the formation of anterior 
synechias which might provoke disturbances 
of the graft and frequently lead to serious 
glaucomatous complications. 


2. THE LAMELLAR GRAFT 


The lamellar graft, whatever the dimen- 
sion, 1s more difficult to perform. In my 
opinion it is unnecessary to protect the grafts 
against the pressure exerted by the threads, 
since | have never observed secondary lesions 
of the epithelium, The different methods of 
covering used (egg membrane, rubber, con- 
junctival covering) tend rather to counteract 
this aim since they prevent control of the 
good position of the threads and of the graft 
when the first dressings are made. 

It is preferable to take the lamellar graft 
from an enucleated eye preserved in the ice 
box and suspended in a penicillin solution. It 
is recommended that the bed of the graft 
should first be prepared on the diseased eye 


before the graft itself is cut, because it may 
happen that the trephining of the recipient 
cornea 1s total and that a perforating graft 
has to be applied. The incomplete trephining 
should, if possible, affect two thirds of the 
cornea. 

The trephine is regulated beforehand ac 
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cording to the thickness of the cornea, The 
furrow is then enlarged and later deepened 
by means of Paufique’s triangular cutting 
knife. This greatly facilitates the holding 
with St. Martin-Jayle forceps of the frag- 
ment to be dissected. ° 

To make the first cut which is crucial, 
Barraquer’s cutting spatula that has the 
same shape as my rounded silver spatula is 
used. It has the great advantage of easily 
insinuating itself between the layers of the 
cornea and of beginning the plane of cleay- 
age. Afterward, the cut can be made more 
quickly and with greater safety by using 
Desmarres's scarificator. 

The donor’s eye is then pinned on to a cork 
base. After the preparatory trephining, done 
in the same way and with the same size 
trephine as for the recipient eye, the furrow 
is enlarged by means of Paufique’s knife. 
The graft is taken off with the help of a spe 
cial instrument, developed by my pupil, 
Rudolf Bock,’ and based on the same prin- 
ciple as the Thiersch knife. It 1s made of a 
razor blade fixed to a handle and allows one 
to obtain a very regular graft of almost 
uniform thickness. 

Placed on the recipient cornea, the graft 
practically adheres by itself through suction, 
if one has been careful to dry the bed. Cross 
wise sutures are also used for lamellar hive 
to seven-mm. grafts, while for bigger ones 
I take edge-to-edge sutures. 


3. Tue GRAFT® 


The “mushroom” graft is a subtotal la 
mellar graft with a perforating central foot 
It is removed mechanically with an apparatus 
this The 
cutting technique 1s as follows: 

The enucleated donor's eye, fixed to a 
cork mount, is trephined three mm. from the 
limbus. Thus, the cornea ts excised with a 
collar of sclera, and the whole is placed on 


designed by me for purpose, 


the apparatus and held in place by a fixation 
ring. 

A trephine of the dimension required ts 
introduced into the cylinder of the apparatus, 
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Fig. 3 (Franceschetti). Apparatus for preparing 
the “mushroom” graft. 


trephining the cornea from its posterior sur- 
face. The depth of the trephining is indicated 
by a ratchet stop. The trephine is left in 
place and made fast. A razor blade is brouglit 
into contact with the cornea, and by turning 
the cylinder the blade held by a spring pene- 
trates progressively into the cornea (fig. 3). 

The cutting of the “mushroom” head is 
finished when the blade is stopped by the 
trephine, still in place. The graft is then 
lifted on a moni and is ready to be put into 
position. 

The cutting on the diseased eye is made in 
two steps: 

First, preparation of the lamellar bed; 
then, central perforation, Owing to its special 
shape, this graft adapts itself perfectly and 
there is practically no need to fix it in place. 
However, in most cases we use some edge- 
to-edge sutures for more safety. 


(COMPLICATIONS AND POSTOPERATIVE 
TREATMENT 


Postoperative treatment is practically the 
same for all three of these interventions. A 
binocular dressing is applied for 10 days. 
The first examination is made either on the 
fourth or fifth day. From the 10th day on- 
ward, a monocular dressing is used. 

Except in special cases no drugs are 
used until the 10th day, apart from the anti- 
biotic ointment placed on the palpebral fis- 
sure. 


Since postoperative reactions must be 
eliminated as far as possible, cortisone 
(orally 50 mg. a day) is given on the 10th 
postoperative day and thereafter. Besides 
this, in certain cases, Irgapyrine (5.0 cc., 
intramuscularly every second day) or 
Butazolidine (two to three tablets daily) is 
given. 

Because the reactive phenomenon of the 
graft seems allergic in nature, synthetic 
histaminic drugs (Phenergan Specia, two 
tablets daily) are used. By combatting in- 
flammation, allergic manifestations, and 
pain, the best possible conditions for the 
graft’s good adaptation are created, The 
transitory phenomenon of imbibition of the 
graft is often troublesome, but is fortunately 
of a reversible nature. 

In addition, | am often hampered by more 
or less transitory phenomena of imbibition 
of the graft, fortunately, however, of a re- 
versible nature. The best dehydrating agent, 
in my experience, is a 40-percent glucose 
ointment applied once or twice a day. 

Because of these different measures, we 
now see major diseases of the graft far less 
often. The more usual condition of delayed 
edematous disturbances of the epithelium is 
seen. This, however, has a greater chance of 
cure, 

The main enemy of the graft is still vascu- 
lar neoformation, against which we are 
already contending with all the above-men- 
tioned measures, However, this vasculariza- 
tion may also follow the simple phenomena 
of cicatrization, apart from any characteris- 
tic inflammation. 

For this reason we are accustomed to con- 
trol the state of our patients every day by 
means of the biomicroscope and to use beta 
therapy at the slightest sign of formation of 
new vessels. At the present time we use an 
apparatus developed by Tracer Laboratories 
in which the source is radioactive strontium 
which has the advantage of being free from 
alpha rays. 

After the 20th day the fate of a corneal 
graft is usually sealed. If the graft is still 
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transparent, it will probably remain so; if it 
is clouded, the chances of its clearing again 
are slight. However, it should be mentioned 
that one sometimes manages to save some of 
these cases by the method of subconjunctival 
placenta implantation. Our technique differs 
from Filatov’s original method in that we use 
fresh placenta. Reactions are less violent 
than with preserved placenta and results are 
at least as good. 


INDICATIONS FOR CORNEAL GRAFTING 


We, in Geneva, are decidedly mterven- 
tionist in the sense that we hardly ever re- 
fuse to operate, even in the most unfavorable 
cases if light projection exists and the ocular 
tension is normal. 

Grafting should not be performed until the 
ocular tension is regulated. Indeed, in most 
cases of leukoma after physical or chemical 
traumatism, there is often a more or less 
accentuated increase in tension to which 
insufficient attention is generally paid. 

If mydriatics of the neosynephrine type or 
miotics do not stabilize the tension, we turn 
to perforating cyclodiathermo-coagulation 
and, in exceptional cases, to a fistulizing 
operation. 

As regards the indications for corneal 
grafting, we must not forget that sometimes 
surprising results are obtained in apparently 
hopeless cases which justify our persistence 
in spite of frequent disappomtment, 

What is more, in the event of a failure one 
should never give up before making several 
attempts to obtain an improvement. For 
example, an old case of infantile glaucoma 
with degeneration of the cornea was oper- 
ated on five times before a remarkable success 
was obtained. This shows clearly enough that 
the surgeon must have an invincible morale 
and never let himself be discouraged, for 
there is no doubt that plastic surgery of the 
cornea, when the ground is unsatisfactory, is 
made up of more defeats than victories! 

The essential aim is above all one of 


optics, and in this connection the perforating 
graft is the ideal operation for deep scars. 


The therapeutic indication, more recently 
developed,* aims at curing or checking cer- 
tain corneal processes which do not react 
to ordinary medicaments and which sert- 
ously damage the eye. The tectonic indication 
attempts to restore the architecture of the 
cornea with the intention of later grafting 
for an optical purpose. The rarely used 
esthetic indication defines itself, 

The preceding account therefore concerns 
the general indication for corneal grafting. 
Once the indication has been established, we 
still have to decide which kind of operation 
should be used. Even though there are some 
cases which could be operated on in several 
ways, as a general rule each technique has 
its own particular indications. 


1. THE PERFORATING GRAFT 

As has already been said, the indication for 
perforating graft ts above all an optical one. 
Nevertheless, it is far from being suitable 
for application in all cases. In principle, it 
must be reserved for favorable cases. Among 
the major indications one may distinguish: 

a. A eratoconus, as long as the presence of 
a central scar obviates improvement by a 
contact lens or the contact lens cannot be 
tolerated. 

b. Deep keratitis of whatever etiology so 
long as the cicatricial vascularization is 
moderate. 

c. Traumatic leukomas vascularized to 
little or no extent. 

d. Familial dystrophies of the cornea. 

e. Some special cases of descemetocele 


2. THE LAMELLAR GRAFT 


The lamellar graft can be used for various 
purposes: 

a. The optical lamellar graft 

1. This is limited to superficial opacities 
and leukomas, even when they are strongly 
vascularized, and to old traumatic leukomas, 
in particular those resulting from burns or 
gassing. 

2. To aphakias. 


3. In patients who have only one eye 
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(lamellar keratoplasty is definitely less dan- 
gerous tothe operatedeye). 

b. The therapeutic lamellar graft 

This recently applied indication which has 
had amazingly successful results has, how- 
ever, already been superseded in certain 
points through the discovery of cortisone 
and ACTH, In fact, many indications which 
were imperative a few years ago have given 
way to medical treatment, The aim of an 
operation is to hinder the evolution of a cor- 
neal disorder. It is indicated when a disease 
of the cornea cannot be cured by the usual 
means or when it recurs, seriously com- 
promising the well being of the eye and the 
transparency of the cornea. 

The main indications can be summed up 
as follows: 

1. Aeratitis caused by a neurotropic virus. 

2. Uleerous keratitis. 

3. Deep abscess of the cornea. 

4. Epidemic recurrent keratitis. 

5. Luetic interstitial keratitis, when cor- 
tisone fails, 

6, Alkaline and acid burns. This is an 
urgent indication and in serious cases opera- 
tion must not be delayed. 

7. Recurrent pterygium. 

c, The preparatory lamellar graft 

This is applicable in all cases in which 
the prognosis for a perforating graft is un- 
favorable because of too great cicatricial vas- 
cularization and in which a better ground 
must be prepared in the hope of making 
possible an eventual operation with an optic 
aim. This is particularly true of vascularized 
leukomas and especially of all kinds of 
burns, but of moderate severity. 


3. Tue “MUSHROOM” GRAFT 


The indication for the “mushroom” graft 
is rather more difhcult to define, In principle, 
it applies to all cases in which it is felt that 


the perforating and the lamellar grafts will 
not prove satisfactory. 

It is well known that keratoplasty after 
serious burns of the eye rarely has a chance 
of success. In spite of a preparatory lamellar 
graft the optical perforating graft often be- 
comes clouded and vascularized. It is in such 
cases that the simultaneous combination of a 
lamellar and perforating graft, such as 1s 
realized by the “mushroom”. graft, is most 
likely to succeed. The same applies to certain 
leukomas where one or more perforating 
grafts have failed. 

It has. already been emphasized that the 
aphakias do not lend themselves to the use 
of the perforating graft. Here again the 
“mushroom” graft improves the prognosis 
even in cases of aphakia combined with 
trophic corneal disorders. 

It should also be mentioned that in un 
favorable cases of leukoma with considerable 
surface irregularities, multiple staphyloma, 
and descemetocele, the “mushroom” graft 
often obtains a satisfactory tectonic result 
enabling one to envisage an eventual optical 
perforating graft. 

Finally, a particular indication for this 


kind of graft can be mentioned—Fuchs’ 
corneal degeneration. The results obtained 
by perforating or lamellar grafts are 


very disappointing. On the other hand, the 
“mushroom” graft can be made with a certain 
probability of success even in elderly people. 

In ending my lecture, | must apologize for 
having spoken only of my personal ideas on 
corneal grafts and their indications without 
taking into account the methods of other au- 
thors. | am well aware that many points 
might lead to discussion, but it seemed pref- 
erable to me, for didactic reasons, to set 
forth the problems from the angle of my 
own experience. 

Clinique O phtalmologique. 
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THE MANAGEMENT OF APHAKIA*t 


BRENDAN D. Leauey, M.D. 
Lowell, Massachusetts 


Efficient handling of the aphakie patient 
presents much more ‘of a challenge to the 
ophthalmologist than the average office re- 
fraction. Methods of meeting these problems 
vary considerably. The following discussion 
represents some of the opinions and routine 
practice of my own office group." 

When refracting these patients, an ac- 
curate retinoscopy is even more valuable 
than on normal eyes. Since there is no ac- 
commodation, the large spheric and astig- 
matic errors are easily determined. On non- 
aphakic eyes, retinoscopy and refraction are 
routinely done with minus cylinders. On 
aphakics, plus cylinders are preferable as 
this method permits use of weaker plus 
spheres in the back of the trial frames. When 
minus cylinders are used, the plus sphere has 
to be higher and there are greater gaps be- 
tween the powers available in the trial case. 

Since the average cataract cylinder 1s over 
two diopters, to-and-fro rotation of this 
cylinder during the refraction is the most 
accurate method for final exact determination 
of the axis. ; 


TIME OF ORDERANG THE LENS 


If vision in the nonoperated eye is very 
poor, a temporary +11.0D. sph. may be 
ordered anytime after the eye is uncovered, 
provided there is not excessive photophobia. 
This time may be seven days to two weeks 
after operation. A fairly well-fitted tempo- 
rary lens can be prescribed in about one 
month but the refraction changes rapidly; 
so it is desirable to wait till six weeks have 
elapsed. The cylinder usually decreases con- 


* Presented before the New England Ophthal. 
mological Society, 1952, as part of the symposium 
on “Refractive problems” by Harry K. Messenger, 
Albert E. Sloane, and Brendan D. Leahey 

' Leahey, B. D., Woodard, M. W., Chisholm, J. F., 
Jr., and Killilea, W. M 
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siderably during the first month and a half; 
and there is also oceasionally a change im 
axis of five to 15 degrees. There is usually 
slight further decrease in the cylinder during 
the following year, 

Regardless of whenshe first cataract lens 
is ordered, it is wise to speak of it as a tem 
porary lens. Because of the complete lack 
of accommodation, aphakics are very sensi- 
tive to even a +0.25D. change and, in most 
cases, the prescription can be further im 
proved later. 

The optimal time to order the cataract lens 
also depends on the acuity of the other eye. 
If vision in the nonoperated eye is 20/70 or 
less, the patient usually will accept blurring 
of the nonoperated eye with the “balance” 
+ 10.0D. sph. lens and wear his 20/20 apha 
kic correction without too much trouble. If 
vision in the unoperated eye is 20/50 or 
better, confusion is usually severe due to in- 
creased difficulty in suppressing the image 
of this eye. For nervous people, housewives, 
or individuals not requiring perfect distance 
vision, a good method is to correct the non 
operated eye (with acuity of 20/40 to 20/70) 
for distance (or for general use with a 
bifocal) and have a cataract lens made in a 
second pair for near only, This ts a great 
help for reading and seldom causes confusion 
as the patient does not walk while wearing 
the cataract lens. 

If vision in the newly aphakic eye is sub 
normal, say 20/40, a patient will usually 
prefer his nonoperated eye, even with as 
little vision as 20/70 or 20/100 for distance. 
In other words, the operated eye should be 
two or three Snellen lines better to make a 
distance cataract lens acceptable to most 
people, 

For the first or temporary cataract lenses, 
we like to order single-vision lenses with 
about a +2.5D. or +3.0D. “fit-over” sphere 
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for reading. Cataract bifocals are definitely 
harder to wear as the initial correction. Since 
they are also much more expensive and usu- 
ally can be further improved later, we re- 
serve bifocals for a subsequent change. 


TECHNIQUE OF ORDERING 


A. The back of the finished lens should be 
just in front of the eyelash tips. If the lens 
is further out there is a smaller usable visual 
held and more enlargement of the already 
oversized image. 

B. The trial frame can seldom be placed 


as close as the finished lenses. If the posterior — 


surface of the trial frame is out 5.0 mm. from 
the lashes and the finished lenses are going to 
be closer, it is important to correct for this 
distance when writing the prescription. The 
effective power of a +10.0D. lens increases 
approximately 0.5D. when moved 5.0 mm. 
further from the cornea with the actual rate 
of increment increasing as the lens is further 
from the cornea. 

The best way to make this correction is to 
estimate the number of millimeters closer to 
the eye the spectacle lens will be and obtain 
the “required effective power” directly from 
an effective power table such as that provided 
by the American Optical Company.’ 

If the table is not available, the required 
effective power can be easily estimated by this 
simple approximate formula: 


xd 
D+ = required effective power 


lL) = original lens power (in trial frame) 
d = difference in mm. between position of trial 
frame lens and position of spectacle lens 


Use plus sign when new position is closer to eye, 
and minus when it is further away. 


Example. The trial frame lens is + 11.0D. 
with the posterior surface 16 mm. in front 
of the eye. The spectacle lens is to be fitted 
6.0 mm. closer to the cornea. Using the 
above formula: 


6 


The nearest even power, +11.75D., would 
be ordered. 

As a matter of interest there is another 
simple formula which shows approximately 
the change in effective power when a lens is 
moved closer or further from the eye: 

1,000 


D effective = ——_________ 
{ > difference in mm. 


{ = focal distance of lens:in mm. The minus sign 
is used when new position is further from eye and 
plus sign when it is to be nearer. 


Example. A +12.0D. lens is moved 5.0 
mm. further from the eye. 


1,00 
12 
; 1,000 1,000 
D effective = —— = ——— = 128 
83 — 5 78 


For the prescription of a cataract lens, of 
course, the first formula is by far the most 
helpful as it tells us directly what to order. 

Instead of using the effective power table 
or a formula some examiners merely specify 
the exact distance from the cornea to the 
trial-frame lens and have the glasses fitted 
similarly. This is unsatisfactory as the fin- 
ished lenses are frequently much too far out 
for best appearance and results. 

C. To avoid a false astigmatic error, it ts 
necessary to angle tbe trial frame just as 
the finished lenses are to be worn. This is 
usually about 15 degrees. 

D. For the stronger single vision cataract 
lenses we generally specify “flat lenses with 
minus cylinders on back.’’ This gives ade- 
quate curvature to the lens and looks thinner 
and better than a deeper curve lens. If the 
cylinder is less than +1.5D. and the sphere 
not over 10.5D., we usually order a —3.0D. 
base curve on the back, however. 

I. After the prescription has been filled by 
the optician, it should always be checked on 
the patient with a visual acuity chart in the 
following ways: 

1. Push lens farther and nearer from eye. 
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If he sees better with the lens closer, the 
lens has too much plus for its present posi- 
tion before the eye. 

2. Rotate each lens separately. On large 
cylinders, even a three-degree change often 
makes noticeable improvement. 

3. With both eyes open twist frame so one 
lens is first about two mm. above and then 
two mm. below the other. This will give 
a quick check for any appreciable vertical 
muscle imbalance in binocular corrections. 

4. Try tilting the lenses slightly forward 
and back. Tilting of the lenses is important 
with all strong lenses and is frequently the 
cause of dissatisfaction even though the trial 
case refraction appeared perfect. A_ plus 
sphere tilted on a 180 degree axis gives the 
effect of a plus cylinder at axis 180 degrees 
and objects are enlarged vertically. A four- 
diopter lens tilted only 20 degrees acquires 
a 0.5D. cylinder axis 180 degrees. On the 
average cataract lens the effect, of course, 
is magnified about threefold. 

5. Finally, a quick flip of a +0,25 cross 
cylinder set at the proper axis in front of a 
new cataract lens often shows that the vision 
can be improved another half line or so. If 
this cross cylinder gives further improve- 
ment, but the patient already has 20/20 vi- 
sion, we usually record the sum of the 
formula he is wearing plus the correction 
which further improves his acuity and save 
it for further use. 

If the vision can be improved enough to 
warrant having the optician make up a new 
lens, the glass is left on the patient at the 
best possible adjustment and the additional 
correction needed is then determined by 
superimposing weak spheres and a weak 
cross cylinder. This new correction is added 
to the correction he is wearing; it is nearly 
always extremely satisfactory. Incidentally, 
for getting the most out of a cataract lens, 
it is highly desirable that the ophthalmologist 
have at least a little knowledge of how to 
adjust a glass. 

When patients already are wearing a 


cataract lens which is a reasonably good fit, 
this procedure is also to be recommended. It 
is very much more accurate than merely 
doing a routine refraction with trial frame 
without this additional check, 


As far as getting used to the monocular 
aphakia is concerned, steady use of the glass 
is the only method. As long as patients wear 
the cataract glass part time and use the other 
eye part time it will be impossible for them 
to adjust satisfactorily to their new perspec- 
tive in which all objects are one third larger 
and closer. 

The special thin cataract lenses with the 
effective glass in the center only are much 
lighter than regular cataract lenses but visu- 
ally, in ordinary cataract powers at least, 
they do not seem to be appreciated anymore 
by our patients. 

BIFOCALS 

We have used all types of bifocals without 
observing much difference in the patient's 
reactions. Theoretically, in a very high plus 
lens, a nonfused or one-piece bifocal such 
as the Ultex A is desirable, as the base-~<lown 
prism of the segment helps neutralize some 
of the base-up prism of the distance lens. 

Cowan,’ for instance, considered the best 
cataract lens to be a one piece B-Ultex bi- 
focal with the segment on the outside of the 
lens, as the segment is then more perpendicu- 
lar to the visual axis when reading. Obrig" 
considers the regular Panoptik also especi- 
ally satisfactory. 

Fused bifocals such as Univis and Ful-vue 
cut down the jump at the upper part of the 
segment but increase it further down. Since 
they do not neutralize the prism base-up 
effect, the flat-top segments, while very good, 
are of more value in high minus than in high 
plus. 

The special cataract bifocals with usable 
lens only in the center, such as the Univis 
dise bifocal, are light and thin and constitute 
a distinct cosmetic improvement, but also 
have disadvantages. Since the special Univis, 
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for instance (the thinnest and lightest of 
all®), is a plano-convex lens, it is theoretic- 
ally subject to the aberration common to all 
high-power lenses of this shape. There is 
also, of course, less usable peripheral field in 
all of these disc lenses. 

Actually, however, the patients usually 
adapt themselves to any type. The ordinary 
simple and less expensive Kryptoks are 
prescribed for most of our patients in_ the 
moderate income group; and follow-up of 
these patients reveals no more visual com- 
plaints than in the group with the expensive 
and more scientifically perfectly designed 
lens, 

xcept for cases with extraordinarily high 
plus, Kryptok cataract bifocals are routinely 
ordered with a moderate minus base curve 
(-—3.0D.) to facilitate use of the reading 
segment, 

Some opticians put the optical center of a 
single cataract lens in the center of the frame 
or mounting rather than at the exact pupil- 
lary distance as this is easier to grind and 
gives a thinner lens; though actually the 
visual effect is not quite as good as if it 
were centered for the visual axis. If, later 
on, the other eye is operated and a cataract 
lens is ordered, this may require a new lens 
on the first eye to obtain the proper pupillary 
distance. It should be remembered that if the 
interpupillary distance is 5.0 mm. off on 
+11.0D. lenses, a prismatic effect of 5.5 
diopters results. 

The astigmatism, of course, is usually 
against the rule (plus cylinder axis 180 de- 
grees) and is caused by the decreased curva- 
ture of the cornea in the vertical meridian 
after healing of the incision along the upper 
limbus. When there is already a high plus 
cylinder at 180 degrees present before the 
operation, it is probable that removal of the 
cataract from one side would help to neutral- 
ize this error; but the disadvantages of a 
lateral incision outweigh this single advant- 
age. 


PREOPERATIVE ESTIMATION OF 
PROBABLE ERROR 


In general, removal of the lens will just 
about neutralize a —24.0D. myopia. There 
is a rule-of-thumb* which enables one to 
predict what the probable error will be after 
a cataract extraction if the refraction before 
the cataract developed is known. For a rough 
estimate, add to +11.0D. half the power of 
the old glass. Thus, after extraction, a 
—10.0D. myopia might have +11.0D. + 
—5.0D. or about a +6.0D. error, and a 
+8.00 hyperope might have a +11.0D. + 
+4.0D. or about a +15.0D. error. 

We use phoropters or refractometers in 
our office a great deal for preliminary refrac- 
tion of nonaphakics, and like them very 
much, They are misleading in aphakics, how- 
ever, as the plus sphere correction usually 
registers about one diopter too little. Inei- 
dentally, we also always finish a nonaphakic 
refraction in a trial frame. For reading cor- 
rections, too, the trial frame appears much 
more satisfactory. 


COLOR PHENOMENA 


The lens ordinarily absorbs most of the 
ultraviolet light. With the lens out the pa- 
tient can read in ultraviolet light print that 
is invisible to the normal eye. Since more 
ultraviolet light reaches the retina and since 
the pupil is usually larger, aphakics often 
have slight light sensitivity but tinting of a 
cataract lens is almost never needed. 

Aphakics also sometimes notice a reddish 
tint to bright objects; in fact they occasion- 
ally mention the reddish tint when looking 
at the test chart during the refraction. More: 
rarely they have transitory blue vision. These 
color phenomena are more common after 
exposure to a bright light, as from ophthal- 
moscopy, and are more common in aphakics 
with dilated pupils or iridectomies than in 
those with small pupils. 

After the first six months, aphakics’ cor- 
rections change far less than those for nor- 


I 


mal elderly eyes. In many cases, the same 
prescription can be worn for six to 10 years. 
Because of the possibility of late glaucoma, 
however, these patients should be checked 
every six months for two years following 
operation and approximately once yearly 
thereafter. 

In spite of the difficulties of the first apha- 
kic correction for both patient and prescriber, 
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there are few things in ophthalmology more 
satisfying than observing the patient's de- 
light when his long-standing blur ts sud- 
denly replaced by a normal visual acuity, 
Accurate translation of this brillant test 
chart result into a permanent wearable cor- 
rection fully warrants a meticulous and de- 
tailed refractive procedure. 
Y Central Street 
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CATARACT EXTRACTION WITH IRIS INCLUSION 


J. Wenaas, M.D., W. Srertzsacu, M.D, 
Youngstown, Ohio 


In the question-and-answer section of the 
Archives of Ophthalmology’ the following 
question was asked: 

“In a patient with a mature cataract and 
a chronic glaucoma controlled with piloear- 
pine hydrochloride, is it advisable to do a 
preliminary trephining, or would a cataract 
extraction combined with an iridectomy be 
adequate ?” 

In reply the editors advised a_ tension 
lowering operation with the cataract extrac- 
tion because, if the glaucoma is of the 
chronic noncongestive type, an iridectomy 
alone at the time of the cataract extraction 
is unlikely to have any permanent effect on 
the tension. 

An iridencleisis appears to be preferable 
to a trephining operation because the fistula 
produced by an incarcerated piece of iris is 
less likely to close up during the inflamma- 
tory reaction following cataract extraction. 
Furthermore, the iridencletsis can safely and 
conveniently be performed at the same sitting 
as the cataract extraction, the chances of 
establishing a permanent fistula with the 
combined operation being just as good as 


when a two-stage operation is performed. 

Although this procedure ts in no way new, 
to date to our knowledge, no one has reported 
the results of such a procedure. 

For the same purpose, O' Brien* states that 
he prefers an anterior sclerectomy (La 
grange) at the time of the cataract extrac- 
tion. Other authors (Vail,® Gradle and 
Sugar,’ and Cufford®) believe that a filtering 
operation should be done first and, at a 
later period, the cataract should be removed, 
preserving the filtering bleb im the process. 

(suyton® also prefers the two-stage pro- 
cedure but, as far as the bleb 1s concerned, 
he follows the principles of Kirby who made 
the section through the bleb if the tension 
were a low normal or tf the eye were hypo 
tonic, or anterior to the bleb. if the tension 
were in the higher range of normal. How 
ever, In 16 cases, in which the incision was 
made through the bleb mn nine and anterior 
to the bleb in seven, there was no apprect 
able alteration in the final tension of the 
two groups, one case of each group requiring 
further surgery to bring the tension under 
control. 
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In addition to cases in which the glaucoma 
and cataracts are essentially unrelated, cases 
in which a lens change is directly responsible 
for the glaucoma are frequently seen—in- 
tumescent cataracts, lens exfoliation, toxic 
hypermature cataracts, and in morgagnian 
cataracts. One must then decide whether re- 
moval of the lens alone will control the pres- 
sure or whether filtration will also be neces- 
sary. 

Vail’ is of the opinion that, since the 
pathologic condition of the lens is the pri- 
mary cause of the elevated pressure, it should 
be removed first, even if the tension is quite 
high. 

This probably would be sufficient in cases 
of toxic hypermature cataract or a morgag- 
nian cataract. However, if the elevated pres- 
sure were due to an intumescent lens, the 
final result would depend upon the efficiency 
of the angle, which might be impaired in the 
same manner as in an acute narrow-angle 
glaucoma. The choice of surgical procedure 
would then be influenced by how long the 
attack had persisted and whether it was the 
first or second attack, since gonioscopy is not 
possible under such conditions. In cases of 
lens exfoliation, removal of the lens does pre- 
vent further angle blockage but will not nec- 
essarily improve an already damaged angle. 
If this condition is no longer controlled by 
miotics, filtration by surgery will probably be 
necessary. 

With these facts in mind and appreciating 
that any two-stage procedure has its technical 
problems, as well as a goodly number of re- 
ported unsatisfactory results, we decided to 
combine filtration and extraction in one 
procedure. This report covers a total of 25 
cases wherein an irts pillar was purposely 
incarcerated under the conjunctiva at the 
time the cataract was removed because it was 
felt that filtration would be necessary to con- 
trol the intraocular pressure. The results 
have been quite satisfactory to both the sur- 
geon and the patient, and we think show a 


definite progress in the choice of surgical 
procedure in cases of this type. | 


COOPERATIVE PROCEDURE 


The operative procedure is as follows: 

After dissecting a limbal-based conjunc- 
tival flap, a keratome or small Graefe knife 
incision is made or, if the pressure is high, a 
scratch incision is made for decompression. 
The incision is then enlarged subconjunctiv- 
ally with the corneal scissors and a 6-0 black 
silk suture is placed at the 10- and 2-o'clock 
positions in mattress fashion, through the 
cornea and sclera so that the final tie ts 
anterior to the conjunctiva at the limbus. In 
some cases a scleral lip, if such is present, is 
excised at the site for iris incarceration. The 
iris is then picked up and sectioned radially 
and the pillar in the forceps is everted and 
the anterior iris surface approximated to 
the sclera. 

A Dimitry erisophake is used to deliver 
the lens, the two corneolscleral sutures are 
tied and the chamber re-expanded with air, 
if possible. The conjunctiva is closed with a 
running siik suture and the eye dressed with 
one-percent atropine solution and aureomy- 
cin ointment. An eyepad and monocular face 
mask are used. 


CLASSIFICATION OF CASES 


These 25 cases were divided into three 
etiologic groups. 

The first group (table 1) is made up of 
eight patients with chronic simple glaucoma 
and vision of 20/100 or less, who were in 
need of surgery, either because the tension 
could no longer be controlled with miotics or 
the lens opacities had advanced to such a de- 
gree that vision had to be improved if pos- 
sible. 

The second group (table 2) consists of 
seven cases in which the pressure became 
acutely elevated because of an intumescent 
lens embarrassing the angle. 

In the third group (table 3) all had almost 
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TABLE 1 


PREOPERATIVE AND POSTOPERATIVE OCULAR TENSION AND VISION IN EIGHT 
CASES OP CHRONIC SIMPLE GLAUCOMA WITH CATARACTS 


- 


| Preoperative Postoperative Tension 
Final 
Case (years) | Tension Visual | po hout | W ith Surgery and c v rected 
Hg) Acuity | Miotics | Miotics | Mioties son 
| | Cyclodialysis 
2 66 | 42 20/200 16 3 | 20/30 
3 71 | 17 20/200 22 | 20/20 + 
4 82 28 3/200 20 20/40 
5 77 | 30 20/200 20/50 
6 59 52 Pp 5/200 15 20/40 
7 75 35 20/200 22 20/20 
x 89 27 HM 21 15/200 


mature to hypermature cataracts and an 
increase in pressure due to causes other than 
those found in the first two groups. 

The follow-up period is from four months 
to six and one-half years in all but two cases 
-—one done too recently for follow-up and 
the other was that of a patient who died of a 
cerebral accident two months postopera- 
tively. 


ANALYSIS OF Group I 


All eight of these cases were on miotics 
preoperatively and subsequently miotics were 
necessary in two (table 1). One case (1) 
did require further surgery two months after 
the initial surgery as the tension increased 
to 40 mm. Hg (Schigtz) in spite of mioties. 


A cyclodialysis was done and the pressure 
has remained controlled for the past 22 
months without the use of miotics. The final 
visual acuity was satisfactory in all but Case 
% in which the nerve was found to be 
atrophic and the macula degenerate, 


ANALYSIS OF Group I] 


Case 14 was one of chronic simple glau- 
coma with a cataract, controlled over a period 
of years with miotics. Finally the lens became 
intumescent and the tension increased sud- 
denly. 

Case 11 is of special interest in that it ts 
the only one that responded to miotics after 
an initial pressure of 75 mm. Hg (Schigtz). 
Surgery was performed without incident and 


TABLE 2 
PREOPERATIVE AND POSTOPERATIVE OCULAR TENSION AND VISION IN SEVEN 


CASES OF INTUMESCENT CATARACTS WITH SECONDARY GLAUCOMA 


| Preoperative Postoperative Tension 
Final 
Case (years) | Tension Visual | Without W ith | Surgery and | ek ot 
'(mm. Hg) Acuity | ,Miotics | Miotics Miotics 
| (mm. Hg) (mm. Hg) (mm. Hg) 
9 LP 10 20/20 
10 65 | 78 LP x 20/100 
11 72 23 LP 25 to $7 Cyclodialysis 20/3 to LP 
12 79 52 LP 21 20/100 
13 LP 23 20/30 — 
14 67 80 LP 25 20/20 — 
LP i! 20/20 — 
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TABLE 3 


PREOPERATIVE AND POSTOPERATIVE OCULAR TENSION AND VISION IN 10 CASES 
OF VARIOUS TYPE CATARACTS COMPLICATED BY GLAUCOMA 


Preoperative Postoperative Tension 
Final 
Case (years) Tension Visual W n hout W ith Surgery and Visi ted 
(mm. Hg) Acuity | Miotics | Miotics Miotics 
(mm. Hg) (mm. Hg) (mm. Hg) 
16 76 40 10/200 25 20/30 + 
17 §3 48 HM 23 20/100 
18 45 14 LP 22 20/100 
19 66 $4 5/200 Hypotony LP 
20 §2 LP 19 20/20 
21 47 $6 LP 23 LP 
22 45 $7 LP 20 20/40 + 
23 69 73 LP 15 | | No LP 
24 834 65 6/200 10 | 20/40 
25 63 | 65 LP 19 : 20/30 


the postoperative course was uneventful. The 
pressure remained normal for 10 months and 
the vision could be corrected to 20/30. How- 
ever, the tension began to climb steadily in 
spite of any miotic therapy and a cyclodialy- 
sis was only temporarily beneficial and 
further surgery was declined as the other eye 
could be corrected to 20/30. 

There is no real way of determining if 
removing the lens itself would have sufficed 
in this group or not. Several patients have 
definite conjunctival blebs and even where no 
grossly filtering area 1s seen, the possibility 
that some filtration is present cannot be over- 
looked. 

This group also substantiates Vail’s opin- 
ion that cataract surgery can be successfully 
done in the presence of a high pressure for 
there were no disastrous complications as 
are frequently cited in cases of this type. 


ANALYSIS OF GrouP II] 


The 10 cases in this group are more varied 
and complex and require a more detailed 
description. 

Case 16 had an tmmature cataract with 
exfoliation of the lens capsule. The tension 
was controlled with over an 18- 
month period but ultimately became elevated. 
Surgery was delayed because there was no 
exfoliation in the other eye and vision was 


20/30. 


miotics 


Cases 17 and 22 had hypermature trau- 
matic cataracts with glaucoma controlled by 
miotics. Both developed a low-grade uveitis 
and an increase in intraocular pressure in 
spite of therapy, so surgery was undertaken. 

Case 18 was also a traumatic cataract with 
glaucoma which could be controlled. Vision 
in the uninjured eye was limited to 20/100 
by a macular sear and it was thought sur- 
gery was warranted in spite of the corneal 
scarring in the injured eye. 

Case 19 was hopeless from the very be- 
ginning for there were bilateral mature cat- 
aracts resulting from a protracted bilateral 
uveitis which failed to respond to any avail- 
able treatment. When the tension could no 
longer be controlled, surgery was performed. 
The vitreous was fluid and a moderate loss 
resulted. 

Cases 20, 23, 24, and 25 all had hyperma- 
ture eataracts and all developed a sudden 
and high intraocular pressure but had anter- 
ior Chambers of normal depth, in contrast to 
Group Il. All four had liquefied cortices and 
floating nuclei. Case 23 had 20/100 vision 
for a period of three months in the eye with 
the incarcerated iris following surgery. The 
fellow eye had a mature cataract and an 
iridectomy. Cataract extraction was done 
seven days following the first operation. At 
the end of three months the patient de- 
veloped a bilateral uveitis (it may have been 
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TABLE 4 


Number of | | 
| Miotics 
| 5 | 
Il 7 | 6 
10 
Totals i 25 19 


sympathetic in type) which did respond to 
ACTH therapy, the final result being a de- 
tached retina in the eye with the iris incar- 
ceration and 20/100 vision in the other eye. 

Case 21 was a traumatic cataract with a 
central adherent leukoma of long standing. 
When miotics were no longer effective, sur- 
gery was necessary if the globe was to be 
preserved. 

Table 4 is an over-all summary of the 
control of the ocular tension in 25 eyes fol- 
lowing a combined cataract extraction and 
iris incarceration. 


(‘OMMENT 


This series of cases would seem to indicate 
that the control of the intraocular pressure 
by a properly executed combined operation ts 
satisfactory. The number of unexpected 
visual failures compares favorably with those 
cases wherein the surgery was performed in 
two stages. 

Complications at the time of surgery or 
postoperatively are no more frequent than 
result from a two-stage procedure. However, 
vitreous loss or capsule rupture could greatly 
endanger the outcome. 


SUMMARY OF TENSION CONTROL IN THE THREE GROUPS 


| Tension Controlled 


| Tension Not 
With 
Additional | Controlled 
2 | 0 
0 0 
2 0 0 
4 


Delayed reformation of the anterior cham 
ber was not a problem although it might be 
expected. 

Cataract surgery itself can be performed 
uneventfully, even in the presence of a very 
high intraocular pressure. 

The patient's economic benefits are no 
small matter—hospital admissions, period of 
convalescence, and lost work time ts reduced 
at least 50 percent. 


SUMMARY AND CONCLUSION 


The need for and the indications for a 
combined cataract extraction and hiltration 
procedure are discussed and a techmique ts 
described whereim an iris pillar is mearcer 
ated through the corneal incision and under 
the conjunctiva. 

The results of this survey would imaicate 
that, when lens opacities and glaucoma im 
some form are co-existent, a combimed iris 
incarceration and cataract extraction ts the 
procedure of choice in cases in which a filter- 
ing Operation ts necessary to control the pres 
sure or a lens removal is necessary to im- 
prove vision. 

710 Dollar Bank Building (3) 
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NOTES, CASES, 


EPITHELIAL IMPLANTATION 
CYST OF THE IRIS* 


A CLINICO-PATHOLOGIC CASE REPORT 


Mitton M. Scuerrcer, M.D. 


Chicago, Illinois 
(ASE REPORT 


J. N., Jv, a 19-year-old white man, de- 
veloped a sudden sharp pain in the left eye 
and was seen in consultation September 20, 
1952, because of the presence of a mass in 
the iris which had not been present one year 
before. Questioning elicited the information 
that a “black spot” was noticed on the iris by 
the patient's girl friend during the past year. 

Examination revealed uncorrected 
vision of 20/20 in the right eye and 20/30 
improved to 20/25-2 by the pinhole in the 
left eye. The right eye was entirely normal. 
The left eye was pale. At the limbus in the 
vicinity of the 12-o'clock position a healed 
penetrating scar was visible. A partially pig- 
mented mass of the iris, which transillu- 
minated well, extended from the angle for 
about four mm. toward the pupillary border 
and from the 11- to the 1-o’clock position. 
With the gonioscope, the angle was well 
visualized, X-ray studies of the left orbit 
revealed no evidence of an intraocular for- 
eign body, 

The diagnosis of a cystic nevus or possible 
neoplasm was considered and an iridectomy 
was advised and performed, The postopera 
tive course was uneventful. 

Pathologically, the ciliary portion of the 
iris was occupied by a large cyst. Serial 
sections indicated that the entire cyst had 
been removed at the time of surgery. The 
outer wall of this cyst was the iris stroma 
anteriorly and the pigment epithelium pos- 
teriorly. The inner wall consisted of a layer 

*From the Department of Ophthalmology, Uni- 
versity of Illinois School of Medicine, and the 
Illinois Eye and Ear Infirmary. Presented before 


the Chicago Ophthalmological Society, October 19, 
1953, 


INSTRUMENTS 


of epithelium three to four cell layers in 
thickness. The microscopic diagnosis was 
epithelial implantation cyst of the iris (figs. 
1, 2, and 3). 

Further inquiry, because of the pathologic 
findings, revealed a vague history of an 
injury to the right eye at the age of two or 
three years with the point of a top. A physi- 
cian was called but no record of any specific 
injury was noted, 

DIscUSSION 

Iris cysts are best classified on a clinical 
basis. Duke-Elder' differentiates them into 

1. Congenital 
Parasitic 
. Traumatic implantation cysts 
4. Exudative and degenerative (second- 


ary) cysts 
5. Spontaneous cysts 
A. Stromal 
B. Cysts of pigment epithelium 
Traumatic implantation cysts are of two 
varietics*—solid or “pearl” tumors. or 
cysts and the true serous cyst. These result 
from an implantation of epidermal cells or 
surface epithelium, either free or as an in- 
growth, between the lips of a perforating 


Fig. 1 (Scheffler). Location of the epithelial 
implantation cyst im the iris stroma. 
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Fig. 2 (Scheffler ) 
border, the pigmented epithelium. 


surgical or traumatic wound. 

Pearl cysts of the iris are usually solid 
tumors and correct only morphologically 
since liquefaction can occur centrally with 
the formation of a translucent cyst. They 
follow penetrating injuries with sharp instru 
ments with the accidental implantation of 
eyelashes to which a small piece of epidermis 
is attached. They usually attain great size 
and fill the anterior chamber, with resulting 
secondary glaucoma. 

The more common true cysts may resemble 
the pearl cyst. They result from perforating 
injuries or surgical procedures during which 
epithelium from the cornea or conjunetiva 
is embedded in the iris. 

The thickness of the wall of these cysts 
will vary with the amount of residual iris 
present. White lines seen on the surface are 
due to stretching of the tris trabeculum. 
Growth of these cysts is, as a rule toward 
the anterior chamber, due of course to the 
diminished resistance encountered there. The 
majority of these cysts take six to nine 
months to develop. 

Epithelial cysts of the anterior chamber 
following cataract extraction have, as the 
posterior wall, the epithelial-covered anterior 
iris surface ; as the anterior wall, the epithe- 
lium-covered posterior corneal surface. Of 
interest is the luxurious growth of the 


Another view of. the with 
its anterior border the iris stroma; the posterior 


ie. 3 (Scheftlér). A high-power view, revealing 
the epithelial nature of the inner lining of the 
cyst. 


epithelium on the iris while that lining the 
cornea is quite thin. Apparently the blood 
vessels of the iris contribute to and nourish 
the epithelhal growth. 

Traumatic endothelial cysts of the iris are 
rare, The lumen of these cysts are lined by 
the endothelium of the anterior iris surface 
or what seems to be mesodermal tris tissue, 


SUMMARY 


A case of traumatic epithelial implantation 
cyst of the iris is presented in which the 
history of the perforating injury was quite 
obscure. The onset of symptoms and develop- 
ment of the cyst occurred many years later. 
Surgical interference resulted in an excellent 
recovery. 

55 East Washington Street (2) 

I wish to thank Dr. William F. Hughes, Ir., and 


Dr. James McDonald for their help in gathering 
the pertinent clinical history. 
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VOLUNTARY OCULAR 
FIBRILLATION 


M. Wattace Friepman, M.D. 
San Francisco, California 
AND 
Rusa M. Bropeer, Jr, M.D. 
La Jolla, California 


Dorland’s Medical Dictionary defines 
nystagmus as an involuntary movement of 
the eyeball,’ while Duke-Elder calls nystag- 
mus an involuntary phenomenon of ocular 
posture characterized by more or less rhyth- 
mic oscillations of the eyes.’ It is a fully co- 
ordinated function involving the reciprocal 
activity of antagonist muscles. 

Rucker* defines “voluntary” nystagmus as 
identical with hysterical nystagmus. It is 
present when the muscles in and about the 
orbits are suddenly tightened, resulting in 
rapid clonic jerks at a rate of several hundred 
times per minute. These movements occur 
through a small range and persist for periods 
of from five to 20 seconds. Rucker sup- 
posed that the action may consist of a swift 
series of convergences. Duke-Elder* also 
thought that an effort of convergence is fre- 
quently necessary to induce the phenomenon 
(convergence-quiver of Elschnig), at which 
time it may be accompanied by miosis and a 
spasm of accommodation. Luhr and Eckel’ 
classify “voluntary” nystagmus as ocular in 
origin, but the majority of authors place it 
in the idiopathic-congenital grouping. 


REVIEW OF RECENT LITERATURE 


Kirby® presented two cases of “voluntary” 
nystagmus, His first case was that of a 12- 
year-old deaf mute and the second of a 10- 
year-old boy. Both patients had otherwise 
normal eyes. Each patient could produce at 
will a motion of the eyes described as regular, 
rhythmic, synchronous, symmetrical, and 
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horizontal, and each excursion was five to 
six mm. and represented about 20 degrees 
of are, 

Friedenwald’ reported a case of a 23-year- 
old medical student who could ifroduce oscil- 
lations of eyes which were too rapid to be 
counted and varied in extent. In Frieden- 
wald’s opinion the movements were not as- 
sociated with convergence. 

Luhr and Eckel’ described two cases of 
small amplitude and extremely fast rate (300 
to 500 per minute) in which the onset and 
termination were preceded by rapid converg- 
ence, They were under the impression that 
the accompanying convergence motion meant 
that “voluntary” nystagmus was a result of a 
transitory spasm of accommodation. 

Smith and Riesenman’® reported a case of a 
young army private who could produce a 
bilateral horizontal nystagmus of pendular 
type, fast rate, and large amplitude. This 
ocular motion could have been sustained in- 
definitely if after 15 to 20 seconds, the pa- 
tient had not become lightheaded and the eyes 
tired. 


CASE REPORT 
In November, 1952, one of us (M. W. F.) 


saw a patient who presented a picture similar 
to those described above. He was an 18-year- 
old boy who had been able to throw his eyes 
voluntarily into rapid oscillations for as long 
as he could remember. While the patient was 
an introverted young man, he readily ad- 
mitted that such a talent as he possessed 
was always good for one turn as the life of 
the party. The history was negative for 
trauma, surgery, or inflammations. There 
were no other members of his family with 
similar ability and careful checking failed to 
reveal any important illness in the past. There 
were no. visual complaints. 

Visual acuity was 20/20 in each eye, un- 
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corrected. Homatropine refraction showed a 
minimal refractive error of O.D., +0.75D. 
sph, — —O.5D. cyl. ax. 180°; O.S., +0.75D. 
sph. — —0.5D. cyl. ax. 180°, correcting each 
eye to 20/15. The media and fundi were 
negative as were the accommodation and con- 
vergence studies. 

The ocular motion was under the control 
of the will and was seen to be pendular, hori- 
zontal, of varying amplitude, and of about 
20 seconds’ duration. After a 10-second rest, 
the patient could again produce the oscilla- 
tions for 15 seconds. The routine could be 
repeated almost indefinitely, During the ex- 
hibition of this peculiar phenomenon the sub- 
ject reported that all vision was blurred and 
that he could not distinguish the number of 
fingers held directly in front of his face. At 
no time, other than when he so desired, did 
the patient suffer any visual difficulties. 

Discussion 

In order to analyse this case we photo- 
graphed the patient during his so-called “vol- 
untary’’ nystagmus. A Bell and Howell home 
movie camera with 18-mm. Plus-X Eastman 
black and white film was used. Normal speed 
of 16 frames per second was used to photo- 
graph the oscillations as they appeared to the 
observer and the slow-motion speed of 64 
frames per second was used to slow the mo- 
tion down sufficiently to examine the eyes in 
all phases of their activity. 

Since the amplitude of motion showed 
marked variation all the figures presented 
are averages. The figures were determined 
by printing photographs of series of strips 
of film representing one-half second each and 
computing the average. 

We were particularly interested in the fol- 
lowing four characteristics; rate, amplitude, 
presence or absence of convergence at any 
time in the cycle, and size of the pupil. in 
the various positions of the eye. 

By our averages we found the rate to be 
90 per minute. 

The amplitude averaged 6.5 mm. or 25 
degrees of arc. (If the distance between the 
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light reflex from the cornea and that from 
the caruncle measured 1] mm. at maximum 
excursion and the magnification of the pic- 
ture is 1.7 then 1.7/11:1/x or 6.5. This rep- 
resents the chord of are joming the two light 
reflexes and is the actual excusion trans- 
versed. ) 

The angular magnitude was, in turn, caleu- 
lated by a = tan 6.5/13.7 where 13.7 is the 
distance from the center of rotation of the 
eye to the apex of the cornea. The average 
amplitude in degrees of are was 25. 

At no time during the cycle was there an 
effort of convergence. Due to the fact that 
bright lights were necessary in order to il- 
luminate the photographic field there was a 
marked miosis which prevented us from ob 
taining any data regarding the pupillary size. 
Infrared film would have prevented this. 

Since, by definition, nystagmus is an in- 
voluntary movement of the eyeball this con- 
dition does not seem to be a true nystagmus. 
We thus propose the term “voluntary ocular 
fibrillation” as one which more accurately 
describes and categorizes the disease. We 
were not able to satisfy completely Adler's” 
characteristics of nystagmus. 

It would seem that, since the fibrillation ap- 
peared to the observers to be extremely fast 
and yet the measured rate was only 90 per 
minute, previously reported rates upward to 
500 per minute may have been exaggerated. 

The association between accommodation, 
convergence, and voluntary ocular fibrilla- 
tion has impressed almost all of the observ- 
ers. Accommodation is usually a willed action 
but also occurs reflexly in association with 
fixation. The occipital cortex is concerned 
in this reflex and the effector fibers pass to 
the Edinger-Westphal nuclei, 

As with accommodation, convergence is 
dependent on the occipital cortex and the 
corticofugal fibers which pass to the nuclei 
of the eye muscles.’” While using the same 
final common path from the intermediate 
center in the brainstem, the cerebral connec- 
tions for two types of convergence differ, 

The reflex type is controlled by the same 
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cerebral area in the occipital cortex as the 
fixation reflexes (area 17, 18, or 19). Vol- 
untary convergence, on the other hand, finds 
its cortical center in the second frontal gyrus, 
the fibers presumably being associated with 
the pyramidal tract in the internal capsule 
and suffering complete decussation in the 
internal commissure." 

The site of a convergence center in Perlia’s 
nucleus is now generally accepted. Converg- 
ence is always associated with accommoda- 
tion and miosis, the collective phenomenon 
being called the “near-point reaction.” 

From the films taken in our case we could 
see no convergence effort either to initiate the 
fibrillation or at the end of the episode. The 
motion was clearly to-and-fro. It would seem, 
therefore, that the opinions previously ex- 
pressed regarding the fibrillation as a series 
of rapid convegences due to a rhythmic 
spasm of accommodation are not valid. 

A much more likely explanation, in our 
opinion, would be the assumption of con- 
scious cortical control of the supranuclear 
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ence. The previously supposed ocular origin 
for voluntary ocular fibrillation should, in 
light of the present concept, be changed to 
conscious cortical control. 

Von Graefe™ believed that it was only 
those who had at one time suffered from in- 
voluntary nystagmus that could reproduce 
“voluntary” nystagmus, Here, at least, is one 
case of voluntary ocular fibrillation in which 
the subject had experienced no involuntary 
or true nystagmus. 


SUMMARY 


1. The term voluntary ocular fibrillation is 
proposed to supplant the misnomer “volun- 
tary’ nystagmus. 

2. A case of voluntary ocular fibrillation 
is presented along with an analysis of a slow- 
motion movie of the phenomenon. 

3. Absence of convergence has been estab- 
lished and the absence of accommodation is 
assumed, 

4. Conscious cortical control has been 
postulated with the probable pathways out- 


centers controlling associated ocular move~titied. 


ments in the horizontal plane. The pathway 
may also be assumed to be the same as that 
previously described for voluntary converg- 
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VALUE OF CONJUNCTIVAL FLAP 
IN CATARACT EXTRACTION* 


Ropert E. Bart tert, M.D. 
Los Angeles, Califorma 


Multiple postplaced appositional corneo- 
scleral sutures are becoming more popular 
since the advent of the very sharp Grieshaber 
needles. The facility with which multiple 
corneoscleral sutures can be inserted with 
these excellent needles now raises the ques- 
tion of the necessity of a conjunctival flap. 

The purpose of this paper ts to evaluate 
the conjunctival flap in relationship to the 
incidence of flat anterior chamber and choroi- 
dal detachment. Randolph and Eareckson' 
of The Johns Hopkins Hospital recently 
reported that 10.6 percent of their series had 
delayed reformation of the anterior chamber, 
so that it 1s evident that this ts still a serious 
problem in cataract surgery. | would like to 
report our experience in 105 per 
formed without a flap and 115 cases with a 
flap. 

The cataract extractions were performed 
by residents. Kirby-type postplaced sutures 
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were used in this series. Fornix-based con- 
junctival flaps were employed. Previous ex- 
perience has shown that the insertion of 
postplaced sutures is facilitated by this type 
of flap as compared to a limbal-based con- 
junctival flap. 

American-made needles were used for in- 
sertion of three sutures in this series. The 
section was made with a von Graefe knife in 
78 percent of the cases and with keratome 
and scissors in 22 percent. 

A full iridectomy was used in 67 percent, 
peripheral iridectomy in 29 percent, and no 
iridectomy in four percent. For delivery of 
the lens, an Arruga capsule forceps was used 
in 65 percent and an erisophake in 10 per- 
cent. Extracapsular extractions were per- 
formed in 25 percent. | 

Patients were not examined for choroidal 


* From the Department of Ophthalmology, of the 
Veterans Administration Hospital. 


detachment during the first few postopera- 
tive days unless the anterior chamber became 
shallow or flat. The anterior chamber was 
usually formed at the first postoperative 
dressing, and a shallow or flat anterior cham- 
ber, when it occurred, would usually be noted 
about the eighth postoperative day. A choroi- 
dal detachment would not be evident at that 
time but would often appear two days later, 

The anterior chamber would remain shal- 
low from three to 20 days with an average of 
about six days. The choroidal detachments in 
this series persisted for one to 24 days after 
the anterior chamber became normal. The 
usual procedures for demonstrating a leak 
through the incision were very unsatis- 
factory. A leak could not be definitely dem 
onstrated in the majority of shallow or flat 
anterior chambers. 

In the 105 cases operated without a con 
junctival flap, 15.2 percent had a shallow or 
flat anterior chamber, often associated with 
a choroidal detachment. In 6.6 percent there 
were iris prolapses; 2.8 percent secondary 
glaucoma ; and 7.6 percent hyphema. 

Among the 115 cases operated with a con 
junctival flap, 7.8 percent showed a shallow 
or flat anterior chamber often associated with 
a choroidal detachment, There were no iris 
prolapses. Secondary glaucoma occurred in 
2.6 percent of the cases and hyphema occur- 
red in 13.9 percent, Postoperative astigma- 
tism was essentially the same in the two 
series. 

The percentage of shallow anterior cham- 
bers was reduced by more than half in a 
more. recent series, using the (Grrieshaber 
needles with five corneoscleral sutures and a 
conjunctival flap. This series will be reported 
in the near future. 

An analysis of some of the individual 
cases is interesting. One case with 14 corneo 
scleral sutures without a flap developed 
slight gapping of the incision with loss of 
aqueous when the sutures 
atraumatically on the 13th postoperative day. 
Although the eye healed uneventfully, it 


were removed 
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would appear that too many sutures may 
have a deleterious effect. 

One patient developed a flat anterior cham- 
ber two months after the operation after 
lifting heavy packages, A choroidal detach- 
ment, elevated 10 to 15 diopters, was present 
in the four quadrants of the fundus. The 
macula was edematous, causing a large cen- 
tral scotoma. Definite improvement followed 
draining of the choroidal fluid and air 
injections into the anterior chamber. The 
final vision was 20/25. 


DiscUSSION 


In this series, a larger percentage of 
choroidal detachments occurred when a con- 
junctival flap was not used. Several theories 
have been proposed to explain choroidal 
detachment. 

Csillag,? in 1949, attempted to show that 
a cataract incision may open a communication 
between the anterior chamber and the supra- 
choroidal space, allowing the aqueous to 
seep backward, A shallow or flat anterior 
chamber with a choroidal detachment could 
then occur without any leakage from the 
incision. 

O'Brien,” in 1944, published a different 
and very reasonable explanation for this 
condition. He believes that, when hypotony 
develops due to leakage of aqueous through 
the incision, congestion of the uveal vessels 
occurs with transudation of fluid through the 
thin-walled veins of the ciliary body and 
anterior choroid into the suprachoroidal 
space. On puncture, he found this fluid to be 
a transudate with a high percentage of 
protein. 

This series of cases tend to confirm the 
theory of O’Brien, since there were fewer 


choroidal detachments when a conjunctival 
flap was used to help reinforce and seal the 
incision. The shallow anterior chamber and 
choroidal detachment which often appear 
about the eighth postoperative day may be 
due to loosening of a suture which was placed 
so deeply that it entered the anterior chamber. 

Another possible explanation is a slight 
shifting of an irregular line of incision when 
sutures which are not in proper apposition 
become loose. 

Surgeons of greater experience probably 
achieve a lower incidence of complications 
without a flap but for residents a conjuncti- 
val flap compensates for slight errors in 
technique. 

A lower incidence of epithelization of the 
anterior chamber may be expected when a 
conjunctival flap is used as shown by Ber- 
liner,* who reviewed nine cases of epithelial 
downgrowth, finding that the only common 
factor to all was the use of the Kirby or 
Stallard suture without a conjunctival flap. 


SUMMARY 


A total of 220 cataracts were operated by 
residents using the Kirby type of three post- 
placed corneoscleral sutures. Of these, 105 
were operated without the use of a conjuncti- 
val flap, while a fornix-based conjunctival 
flap was used in 115. Incomplete closure of 
the wound manifested by a shallow or flat 
anterior chamber, often associated with a 
choroidal detachment, was present in 15.2 
percent of the cases without a flap and in 
7.8 percent when a flap was used, This series 
has shown that a conjunctival flap adds to 
the strength of the closure even when multi- 
ple postplaced corneoscleral sutures are used. 
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VITREOUS EDEMA 
Luis A. Moraes, M.D. 


Ponce, Puerto Rico 


Observations following a recent cataract 
extraction, after which the anterior chamber 
remained flat for 28 days but reformed dra- 
matically with the use of a diuretic, have led 
me to report this case. 


CASE REPORT 


On July 2, 1953, a 62-year-old unmarried white 
woman, with a completely negative prehospitaliza- 
tion physical examination and laboratory reports, 
had a cataract extraction under pentothal-curare 
general anesthesia, reinforced with a retrobulbar 
injection of one ce. of two-percent novoeaine- 
alidase. 

A routine imtracapsular extraction with periph- 
eral iridotomies was performed. The incision was 
closed with a corneoscleral silk suture at the 12 
o'clock position. This suture was placed after the 
iridotomies were done, using a seven-mm Gries 
haber needle, starting through the conjunctiva at 
the base of the flap on the cornea, then passed at 
half-thickness depth through the lip of the cornea, 
repeated on the scleral side and then brought back 
through the underside of the conjunctival flap at 
about 1.5 mm. from its corneal base. The flap, 
which was made three-mm. wide, concentric to 
the limbus and from side to side, was set back im 
place by three imterrupted silk sutures at the 10-, 
12-, and 2-o0’clock positions 

At the conclusion of the operation the chamber 
was more than half reformed and it was decided 
that there was no need for introducing air im the 
chamber. Neosone® (cortisone-neomycin) ointment 
was applied, as it prevents transient corneal opact- 
nies. A binocular bandage and protector were used, 

Postoperative orders were bedrest with a small 
pillow and in a 15-degree Fowler's position; peni- 
cillin and streptomycin daily for three days; bland 
diet for two days and thereafter regular: and one 
eighth gr. morphine sulfate intramuscularly as re- 
quired, for three doses. 

On the first dressing, 24 hours after operation, 
the pupil was round, centrally located, and about 
hve mm. in diameter, but the anterior chamber was 
flat. Atropine and aureomycin ointment were ap- 
plied. The conjunctival flap was not inspected. 

On the third postoperative day, the same picture 
was observed. The flap was then inspected and the 
edge was found in perfect anatomic apposition to 
the superior bulbar conjunctival side, but from 
there, to its corneal base, it was raised about 1.5 
mm. from its scleral bed, except for the small area 
where the corneoscleral suture was tied on the 
conjunctiva. The bandage was moist. 

Dressings were done daily thereafter, revealing 
the same findings except for the flap’s swelling 
that gradually flattened down on the 10th day. Be 
tween the seventh and ninth days, the three con- 


junctival sutures fell off. Mydriatics and antibiotic 
ointment and absolute bedrest were ordered. The 
bandage was always most. In my mind, the leak- 
age was the result of faulty techmaque 

On the 13th postoperative day, | had the patient 
brought down to my office. The only possible place 
for leakage would have been at the site of the 
corneoscleral suture, as the flap was perfectly in- 
tact, in place, and flat. A fluorescein test was nega- 
tive even on pressure of the globe. The fundus was 
perfectly normal and there was not the slightest 
evidence of choroidal detachment 

The corneoscleral suture was removed and the 
fluorescein test repeated with equally negative re- 
sults. | still felt that the flat chamber was due to 
leckawe, although there was no evidence of it, 
so | touched the area with dilute trichloracetic acid 
in order to strmulate growth 

Slitlamp examimation revealed several posterior 
synechias at the sphincter of a round and centrally 
located pupil The iris and the vitreous at the 
pupillary area were absolutely flat against the endo 
thelium. The cornea was clear except for slight 
stromal edema in the pupillary area, m which there 
was a slight deposit of pigmented keratie precip 
tates. In the peripheral cornea the number of keratic 
precipitates could not be ascertained due to the 
proxumty of the iris 

Massive vitamin therapy and local cortisone were 
ordered. 

(On the 1&th postoperative day the anterior 
chamber was filled with air with an Amsler needle 
Next day about 90-percent of the air had been 
absorbed, but it proved that there were no anterior 
synechias. The same procedure was repeated on 
the 21st day, with the same outcome 

Qn the 24th day, a straight, radial sclerotomy 
was done with a Graefe knife, seven mm. from 
the limbus at the 2-o'clock position so it could be 
observed. | reasoned that, if the volume of the 
eye had not been altered and if the vitreous was 
not only occupying its former space but the space 
of the extracted lens and the anterior chamber, re- 
lieving some vitreous would give normal aqueous 
a chance to refill the anterior chamber. However, 
even after air was injected to fill the anterior 
chamber, no appreciable amount of vitreous came 
out of the two-mm. straight sclerotomy, The air 
was absorbed in about 36 hours, leaving the 
anterior chamber as flat as it had been all along 

Qn the 28th postoperative day it occurred to me 
to treat the apparent vitreous edema with diuretics, 
Thiomerin® (60 mg.), subcutaneously, was in 
jected. Eight hours later the chamber formed to 
full depth and has stayed so ever since. 


CONCLUSION 


My conclusion is that, in this case, the 
flat anterior chamber was not due to leakage 
but to transudation, produced by an 
edematous vitreous, 
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ASTIGMATIC DIALS 
SIMPLIFIED AND MANUALLY OPERATED 


Berton F. Frinx, M.D. 
McAllen, Texas 


The value of astigmatic dials is well 
known to all who understand the optics of 
the conoid of Sturm and who have used them 
enough to become proficient in the technique 
of operation. 

1 have used most of the dials that are 
commercially produced, including the projec- 
tion type, and have felt that all of them 
had some points that could be improved. The 
system that I am using is the outgrowth of 
three years of experiments with various dials 
and several different methods of turning 
them. After spending several months work- 
ing with the idea of using motors to turn 
the dials, | decided that manual operation 
would be best. Experience shows this to be 
true, as the mechanism never breaks down 
and is very easy to operate. 

The astigmatic dials are enclosed in a 
cabinet with each dial in a separate compart- 
ment. Each compartment is individually 


Fig. 1 (Frink). Dials in the cabinet, with the 
pointer at 180 degrees. 


lighted with the switches at the refraction 
chair. I have attached two screens for projec- 
tion machines to the top of the cabinet. Two 
projectors are used, one for the E slide and 
one for standard letters. 

The apparatus used to turn the dials con- 
sists of two steel shafts, two bicycle sprock- 
ets, a bicycle chain, a five-inch wood pulley, 
and a frame in which they are mounted. This 
turning device is located behind the cabinet 
so that one of the steel shafts opens into 
each of the cabinet compartments. 

A pointer (red arrow) is attached to the 
end of one shaft and dial No. 2 is attached 
to the end of the other shaft. Dial No. 1 is 
then placed in front of the pointer, The 
pointer can be turned through 220 degrees. 
A second five-inch pulley is built into a 
frame with a four-inch valve handle for 
turning on one side, and a dial showing the 
axis of the minus cylinder on the other 
side. This is located at the refraction chair. 
The pulleys are then connected by a soft 
steel cable. This allows turning of dials No. 
1 and No. 2, from the refraction chair. 

Dials No, 1 and No. 2 have been made 
round and all figures and printing have been 
removed from them. On dial No. 1 all lines 
have been made the same length. The pointer 
behind dial No. 1 is coupled with dial No. 2 
by the bicycle chain so that one of the lines 
of dial No. 2 is parallel at all times with the 
line adjacent to the pointer on dial No. 1, 

The advantages of this apparatus are: 

1. The arrow or pointer for dial No. 1 is 
located behind the dial so that it does not 
interfere with the lines. 

2. The patient does not say “the long lines 
or the short lines are blacker” as all lines on 
dial No. | are the same length. 

5. Patients do not start worrying because 
they cannot read the figures or printing on 
the dials. They have only lines to look at. 

4. The patient’s attention is attracted to 
only one dial at a time as each is in a separate 
compartment and each is separately lighted. 

5. The moveable arrow behind dial No. 1 


4. 
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Fig. 2 (Frink). Dial at refraction chair, showing axis (90 degrees) of minus 
cylinder and light switches. 


has many advantages. It saves time, allows tient since one is not 20 feet away when 

frequent checking of axis, and saves a lot determining the axis of astigmatism. 

of walking. 7. The axis of the minus cylinder is read 
6. It helps with the hard-of-hearing pa- from the dial at the refraction chair. 
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Fig. 5 (Frink). Mechanism for turning dials and method used to take play out of chain 
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I have used this apparatus for some time 
and it has proved satisfactory. | believe that 
it is a definite help in doing a refraction. 

308 South Main Street. 


Detailed drawings may be obtained at no cost 
from the author. 


DIAMOX IN CATARACT 
WOUND HEALING 


Epwarp U, Murpuy, M.D. 
L-vansville, Indiana 


An occasional complication of cataract ex- 
traction is a flat anterior chamber which may 
persist for days or weeks, The cause ts usu- 
ally a leaking nonhealed incision, Aqueous 
seeps constantly. through the wound and in- 
terferes with the bridging of the gap by the 
proliferating reparative tissues. There may be 
an actual overproduction of aqueous humor 
as the causative factor, or the wound edges 
may be poorly apposed, The current use of 
carefully placed corneoscleral sutures has de- 
creased the incidence of poor apposition but 
has not eliminated the problem. Two recent 
reviews of glaucoma secondary to cataract 
extraction demonstrated that persistently flat 
anterior chamber was one of the most import- 
ant factors, 

The recently introduced carbonic anhy- 
drase inhibitor, Diamox ( Acetazoleamide, 
Lederle), is now being used in certain cases 


of glaucoma. Its mode of action in lowering - 


intraocular pressure appears to be that of 
decreasing aqueous inflow. It seemed likely 
that this drug would be useful in cases of flat 
anterior chamber. If the quantity of aqueous 
passing through the wound were diminished, 
perhaps the epithelial and fibroblastic repair 
would proceed more rapidly. 
CASE REPORTS 
Case | 
Mr. L. R. underwent a combined intra- 
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capsular cataract extraction on the right eye 
on March 26, 1954. A corneoscleral suture 
was used at the 12-o'clock position with a 
limbus-based flap, and two additional con- 
junctival stitches were placed, The anterior 
chamber was seen to be flat on the first, sec- 
ond, and third postoperative days. Diamox, 
500 mg., was. given orally at 9 a.m. and 9 
p.m. on the third day, and the patient was 
allowed to get out of bed. The anterior cham- 
ber was reformed on the fourth day. On the 
hifth day, the chamber was again flat, so 
Diamox, 500 mg., was repeated at 9 a.m. 
and 9 p.m. On the sixth day, the chamber 
was full once more. Diamox, 250 mg., every 
eight hours, was continued for two days, and 
the anterior chamber has remained full. 
Case 2 

On April 13, 1954, Mrs. M. M. had an 
intracapsular cataract extraction by the same 
technique, On the first postoperative day, the 
anterior chamber was partly reformed, On 
the second, it was flat. Diamox, 500 mg., was 
given at 9 a.m. and the eye was inspected at 
4 p.m. The chamber remained flat. The Dia- 
mox was repeated at 9 p.m. and 7 a.m., and, 
at dressing at 9 a.m. the following day, the 
anterior chamber had reformed. It has re- 
mained full without further medication. 


These cases seem to demonstrate a rela- 
tionship between the administration of Dia- 
mox and the depth of the anterior chamber 
following cataract surgery. The first case is 
especially suggestive since the chamber was 
found flat for a second time 36 hours after 
Diamox had been given and was promptly 
restored following further medication. This 
drug may prove to be a valuable aid in 
hastening cataract wound healing when there 
is aqueous leakage. Further clinical use ap- 
pears to be warranted. 

908 Hulman Building (18). 
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SOCIETY PROCEEDINGS 


Edited by Donatp J. Lyte, M.D, 


NEW YORK ACADEMY OF MEDICINE 


SECTION ON OPHTHALMOLOGY 


AND 
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This joint meeting was conducted as a round-table conference on “Ocular therapeutics.” 


Moperaror: Dr. Isadore Givner. PANEL 


Dr. Conrad Berens, Dr. Irving H. Leopold, 


and Dr. Frederick H. Theodore 


(OPHTHALMIA NEONATORUM PROPHYLAXIS 


Dr. Givner: The Sanitary Code of New 
York State requires that the attendant instill 
one-percent silver nitrate or its equivalent 
into the eyes of the newborn to prevent 
ophthalmia neonatorum, That phrase “or its 
equivalent” suggested the first question : 


QUESTION | 

How do you evaluate the efficiency of the 
various substitutes for the Credé method 
used today? 

Dr. Berens: This problem has come up 
before the New York Academy of Medicine 
on several occasions, the first time about 
1948. A committee, including an obstetrician, 
a pediatrician, and | as chairman, was ap- 
pointed to study this problem. 

We asked Dr. Franklin Foote of the Na- 
tional Society for the Prevention of Blind- 
ness to join us. We decided that is was 
untimely to change from silver nitrate, in 
spite of an article which charged that the use 
of silver nitrate was obsolete in the preven- 
tion of ophthalmia neonatorum, 

We requested that the problem be studied 
by a committee from the Section of Ophthal- 
mology of the American Medical Association 
and from the Association for Research in 
Ophthalmology. These committees met and 
sustained our point of view. 

In the last two years we have had several 
meetings of the consultants to the National 


Society for the Prevention of Blindness, and 
our conclusions have been substantially the 
same. 

In the Public Health Relations Committee 
of the New York Academy of Medicine this 
problem arose again this fall through another 
request from the Health Department of New 
York City as to whether silver nitrate should 
be discarded and whether it was permissible 
to carry on research in certain city hospitals. 
A committee studied the problem again with 
the addition of a dermatologist, and con- 
cluded that it was too early to change from 
the use of silver nitrate. 

Gonorrhea is less prevalent throughout the 
United States and it is difficult to find a 
sufficient number of cases from which con- 
clusions may be drawn as to the relative 
efficacy of silver nitrate and other prepara- 
tions when the gonococcus may be a factor. 
ur conclusion was that, if a substitute for 
silver nitrate were to be used, penicillin 
ointment was probably the best of the prep 
arations, However, we still beheved it 
should not be used until the results of further 
research support the use of another drug. 
It was suggested particularly that investi 
gations be carried on im areas that still have 
a high incidence of gonorrhea. 

The fact that silver nitrate and other 
measures have reduced the incidence of blind 
children in the schools from eight to one per- 
cent makes me feel that we should be cau- 
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tious about this problem. The effectiveness 
of the substitutes for silver nitrate has not 
yet been proven conclusively, 

Dr. Givner has just handed me a note say- 
ing that California has changed the law 
which had permitted only the use of silver 
nitrate, now allowing the use of penicillin 
ointment. 

De. Turopore: | have encountered two 
cases of B, coli infection following the use 
of penicillin at birth; one was a very severe 
case I saw in consultation that required quite 
a bit of treatment; the tear sac later became 
infected with the organism. 

Another point is that penicillin ts not 
effective against some of the viruses that 
occasionally occur, like that of inclusion con- 
junctivitis, so | agree with Dr. Berens that 
we should use caution at the present time in 
discarding the use of silver nitrate. 

Dr. Leoroip: There is the possibility of 
local sensitization to penicillin. This may be 
disadvantageous to the youngster in later 
life. 

Dr. Givner: About 6.6 percent of new- 
born infants develop ophthalmia neona- 
torum. Inclusion-body conjunctivitis oceurs 
in about eight percent of these cases and 
gonorrheal conjunctivitis in only about 0.3 
percent. Neither silver nitrate nor penicillin 
prevents inclusion-body conjunctivitis. It is 
the consensus of the panel, then, that at this 
time, the time-honored Credé method should 
be continued until a better substitute is 
found. 


DILATATION OF RETINAL VESSELS 


Dr. Givner: In 1935» Robert Lambert 
observed by direct microscopy and photog- 
raphy that amyl nitrate and nitroglycerine, 
which we usually think of as vasodilators, 
actually produced vasoconstriction of the ret- 
inal vessels for the 30 minutes the animals 
were observed. With this in mind, Question 
2 is now put forward. 


Question 2 

Do you know of any medication that can 
dilate retinal vessels? 

Dr. Leorotp: There are several methods 
by which investigators have attempted to 
determine those drugs that alter the tone 
of the retinal vessels. 

Lambert (1934) and Puntenney (1939) 
were among those who observed the retinal 
vessels. through a microscope and graticule 
with a contact lens over the cornea. Punten- 
ney, as well as subsequent and preceding 
observers, used the Gullstrand ophthalmo- 
scope and the Lobeck eyepiece. This allowed 
direct measurement of the retinal caliber. 

Others have plotted angioscotomas before 
and after administration of the drugs to be 
evaluated. Some have studied the influence 
on capillaries about the macula by entopic 
phenomena. 

Huerkamp employed indirect ophthalmos- 
copy with a set of thin wires held at a focal 
plane of a plus-13 diopter lens. There is evi- 
dence that electroretinography might evalu- 
ate retinal blood flow indirectly. 

Present evidence suggests that the neuro- 
genic control of the retinal vessels is limited 
to the sympathetic nervous system and that 
this is not very effective. There are prac- 
tically no data suggesting the existence of 
vasodilator fibers supplying the retinal ves- 
sels. 

It is generally accepted that the retinal and 
cerebral vessels do not always parallel the 
degree of constriction and dilatation occur- 
ring in vessels elsewhere in the body. Nor do 
the retinal and cerebral vessels respond to 
vasoconstrictor or vasodilator drugs in the 
same manner as do the vessels of the skin 
or the viscera. 

Pharmacologic studies in general have 
demonstrated a questionable vasodilating ac- 
tion on the retinal circulation for amyl ni- 
trite, sodium nitrite (100 gm. per 1.0 ce. 
intravenously), priscoline (100 mg.), papa- 
verine, nicotinic acid, penta- and decametho- 
nium iodide (intravenously), and acetylcho- 
line or mecholyl retrobulbarly. 
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The action of these agents is fleeting and 
not marked, The maximum effect reported is 
in the range of a 10-percent increase im 
caliber. 

Cholst, Schilback, Handelsman, and Levitt 
[Am. J. Ophth., 35: 191 ( Feb.) 1952, 35: 
375 (Mar.) 1952] most recently, by the 
study of angioscotomas, demonstrated dilata- 
tion of retinal vessels with priscoline, con- 
firming the observation of others, such as 
Fanta, Rossler, Miller, and contrary to the 
findings of Bailliart. However, it is difficult 
to be certain in studying angioscotomas that 
the drug is not affecting the visual neurons 
adjacent to the vessels, as well as the vessel 
wall itself. The response varied in indi- 
viduals, some showing no reaction, others a 
marked change ( lwanaga, Oshida). 

Huerkamp and Rittinghaus (1950) have 
shown that breathing pure oxygen produces 
a marked (60 percent) constriction of both 
arteries and veins, but rebreathing oxygen 
until CQ. content of the expired air rose to 
eight to nine percent resulted in extreme 
dilatation of all vessels with parallel redden- 
ing of the papilla. 

There are several potent vasodilating 
agents that have not been evaluated in oph- 
thalmology, such as pentaerythritol tetra- 
nitrate ( Peritrate ). 

Apparently many drugs fail to have a 
consistent or predictable effect in every indi- 
vidual. There is also the problem that most 
vasodilating agents tend to lower general 
blood pressure. This would decrease the 
blood flow through the ocular vessels, Theo- 
retically, local therapy would appear to be 
more desirable. 

Dr. Berens: | would like to ask whether 
diathermy may dilate retinal vessels. 

Dr. Leoro.p: | know of no conclusive evi- 
dence that diathermy will. 

Dr. McLean: | would like to raise the 
question as to whether it is CO, as such, or 
lowered oxygen tension, which is responsi- 
ble, or a combination of both. 

Dr. Leorotp: There is no doubt but that 
a lowered oxygen content will cause dilata- 


tion of the vessels, If the patients are allowed 
to breathe pure oxygen, the vessels constrict 
and when the oxygen is stopped the vessels 
dilate. There is good evidence that the cere- 
bral vessels which act very much like the 
retinal vessels will dilate with CO, of eight 
or nine percent. 

Dr. Givner: It would seem that the con- 
sensus of the panel ts that, with our present 
methods of observation, we have no scientific 
proof that we actually can dilate retinal 
vessels. 

Use OF LOCAL CORTISONE IN SURGERY 
QQuESTION 3 

Should cortisone be used locally in opera- 
tions for cataract and glaucoma’ 

Dr. McLean: My answer is a rather 
weak yes, and a rather strong no. If we try 
to line up the advantages that the local use 
of cortisone might give us after surgery of 
this type, and match them against the po- 
tential disadvantages, | think the weight m 
the average case is very heavily against the 
use of cortisone or hydrocortisone locally in 
this type of surgery. 

As an example, the use of cortisone locally 
after cataract or glaucoma surgery may make 
the eye look a little whiter, and not so red, 
but is that really an advantage? Does it ac- 
complish anything? It may perhaps modify 
nonspecific uveitis. That may be an ad- 
vantage, and it might perhaps reduce the 
possibilities of a secondary glaucoma fol- 
lowing such a uveitis, which again might be 
on the plus side, 

We have one outstanding situation, that 
in which a foreign body is retamed (a 
Ridley implant, or a foreign body unavorda 
bly left in the eye) where it seems to be 
necessary to use cortisone to keep down the 
reaction to the foreign body in order that the 
eye may survive the postoperative period. 

On the other side, we have the problem of 
what cortisone does, besides making the eye 
look a little better, particularly on ward 
rounds. 

Does it perhaps give us a false sense of 
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security ? Does it mask signs and symptoms 
that we ought to recognize earlier in plan- 
ning a more specific attack on complications, 
or does it simply shield them from recog- 
nition? Does cortisone, in masking these 
signs, also at the same time somewhat retard 
the bodily defenses against infection? Does 
it, perhaps, make our postoperative cases 
a little more prone to postoperative purulent 
infection? Does it make them more suscepti- 
ble to possible virus infection? There is a 
good deal of evidence to suggest that it 
might ? 

It has been suggested that cortisone in 
glaucoma surgery might cut down the 
fibrosis around a filtering scar. Most of the 
evidence today, some of which was pre- 
sented here a year ago, suggests that the local 
use of these agents does not substantially cut 
down the scarring of the filtering operation. 

Does cortisone impair wound healing? At 
first we thought it probably would, and went 
to some lengths when we were using corti- 
sone for necessary reasons to insure ade- 
quate wound healing. Most of the evidence 
now is that cortisone, particularly when used 
locally, does not impair the strength of a 
wound. 

With these things in mind, then, it seems 
to me that, in the routine case, there is 
insufficient evidence to. use local cortisone 
after cataract or glaucoma surgery, and there 
is sufficient evidence to avoid its use. In 
specific instances, where there is a definite 
indication, cortisone can be used, and can be 
safely used. 

Dr, Givnerk: Suppose you had a patient 
already under ACTH or cortisone for 
another condition, what precautions should 
be taken in regard to wound healing ? 

Dr. McLean: I assume you are speaking 
about a patient who is getting systemic corti- 
sone; ACTH would have to be systemic. I do 
not believe we really need to take any special 
precautions about wound healing. The 
proper precautions to insure good wound 
healing which should have been taken any- 


way are quite sufficient in the presence of 
ACTH or cortisone. I do not believe any- 
thing additional is necessary. | must remind 
you this is contrary to what I said only a 
short time ago. 

TREATMENT OF RETINAL ARTERY CLOSURE 
(QUESTION 4 

Detail your treatment of a closure of the 
central retinal artery seen six hours after 
the occurrence. 

De. Smita: Dr. Leopold and your moder- 
ator have ruined my answer by casting doubt 
on the efficacy of drugs for dilating retinal 
vessels. However, | shall express the views 
held by myself and others prior to this 
meeting. 

Without attempting to diagnose whether 
the obstruction is due to angiospasm, lodg- 
ment of an embolus, endarteritis, or throm- 
bosis, if the central artery or one of its 
branches is occluded, the indications are for 
the same emergency treatment. Six hours ts 
late enough to start therapy and irreparable 
blindness can ensue if more valuable time ts 
lost waiting for laboratory and general medi- 
cal examinations, while the retinal edema 
and necrosis advance. 

The rapidly acting vasodilators should be 
used immediately; inhalations of amyl ni- 
trite (0.18 to 0.3 cc.) or nitroglycerine 
(Glyceryl trinitrate) tablets (15 or 30 mg.) 
placed sublingually may suffice if the ob- 
struction is due to spasm. If an embolus ts 
the cause, the vasodilators plus deep massage 
of the globe may permit the obstruction to 
advance peripherally to a situation less 
damaging visually. 

If these treatments are not effective, 
paracentesis should be performed on the 
operating table in the office. The sudden 
lowering of intraocular pressure dilates the 
vessels and may be helpful. The paracentesis 
can be reopened if necessary. 

After these office emergency measures the 
vasodilators with longer action should be em- 
ployed for several days. One of the latest to 
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be employed in ophthalmology is priscoline 
hydrochloride (25 to 50 mg.) orally every 
four hours. It also be administered 
parenterally. 

Our Brooklyn colleagues, Dr. Cholst, Dr. 
Schilback, Dr. Handelsman, and Dr, Leon 
Levitt demonstrated by angioscotometry that 
50 mg. of priscoline intravenously produces 
a satisfactory dilation of retinal vessels, 15 
to 20 minutes after injection, in all condi- 
tions except in advanced retinal arterio- 


may 


sclerosis. 

Other vasodilators that can be used are 
Mannitol hexanitrate tablets (30 mg., orally, 
every four to six hours) and erythrityl tetra- 
nitrate (Erythrol, Merck) (30 mg. tablets, 
every four to six hours ). 

Dre. Givner: Dr. Berens, considering the 
small percentage of cases of closure of the 
central retinal artery that are due to em 
bolism, would you consider paracentesis a 
good routine practice for this condition? 

Dk. Berens: It is a very good psychologic 
treatment. | have employed it on occasion, | 
never had success, | am sorry to report. 

Dr. THropore: On one occasion in mih- 
tary service, due to lack of any other medica- 
tion, | used, with fair SuCcCESS, intravenous 
alcohol. | wonder whether Dr, Leopold has 
made any observations, other than personal, 
on that. 

Dr. Leorotp: | do not know why you 
should leave the personal element out of this. 
1 would much rather take my alcohol orally ; 
it tastes better and | think it has about the 
same retinal vascular effect. 

Dr. McLean: | do not believe Dr. Leo- 
pold has removed all the possible forms of 
treatment from Dr. Smith’s armamentarimum. 
He has left some I think we ought to use: 
mechanical decompression, induced hypoxia, 
and increased inhalation of CO,, and I think 
they are worth using, and Dr. Leopold has 
not mentioned anything about stellate 
ganglion block. 

Dr. Leorotp: There is no firm evidence 
that cervical sympathetic block will dilate 


retinal vessels but you are all aware of the 
great number of cases of cerebral thrombosis 
that have been treated with this technique, 
with recovery. Therefore, this should be in- 
vestigated in ophthalmology more carefully. 

Dr. Givner: Dr. McLean, have you had 
any personal experiences with this therapy?’ 

Dr. McLean: Yes, and the only time I 
have known any improvement was by pure 
accident. A patient, who was a physician, de- 
cided he had a central retinal occlusion, He 
saw a colleague who looked at his fundus 
and told him he was right, but he refused to 
have that colleague treat him. He lived in 
New York State and he got into a private 
plane owned by a friend of his and headed 
for LaGuardia Airfield. They ran into bad 
weather ; the cabin was not pressurized, and 
they had to gain considerable altitude on the 
way into New York. There was oxygen lack ; 
there was also reduced barometric pressure, 
When the plane came down, the retinal cir 
culation had been restored, and when | saw 
him blood was flowing and his vision was 
coming back. | had nothing to do with the 
treatment; it was certainly an act of God. 


MEDICATION OF VIRUS DISEASES AND CORTI 
SONE IN HERPES CORNEAE 
(Question 5 

Do you know of any medication that is of 
value in the treatment of virus diseases of 
the eye?’ Discuss the use of cortisone in 
herpes of the cornea. 

De. - THEODORE: While the never ending 
search for antiviral agents will undoubtedly 
result eventually in the discovery of effective 
for virus infections, | think 
that one is safe in stating that, at the present 


medicament 


time, there is no drug of proved specific 
value available for the treatment of virus 
diseases of the eye. 

One must, however, qualify this statement 
in several ways : 

First, there is no question that treatment 
of trachoma and inclusion conjunctivitis 
with the sulfonamides, aureomycin, terra- 
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mycin, and, to a lesser extent, chlorampheni- 
col, is effective. However, here the responsi- 
ble agents should be classified either as 
rickettsia or as intermediate, larger, viruses 
entirely different from the smaller or true 
viruses which we are discussing. 

Another exception concerns iodine. My 
own experience indicates that in herpes- 
simplex infections and possibly in superficial 
punctate keratitis, presumed to be of viral 
origin, iodine derivatives seem to be of value. 
While the usual dramatic response of 
dendritic keratitis to the local application of 
iodine might be ascribed to a cauterizing 
effect, the often rapid improvement of 
herpes simplex of the skin to the intravenous 
use of iodine suggests a more specific rela- 
tionship. 

It should also be noted that increasing the 
circulating antibodies of the blood may, at 
times, be of value in viral inflections. This is 
accomplished either by active immunization, 
such as repeated vaccination, or else, pas- 
sively, either by the use of gamma globulin 
or convalescent serum, as in herpes zoster, 
and possibly in epidemic keratoconjunc- 
tivitis, 

As regards epidemic keratoconjunctivitis, 
many claims have been made concerning the 
efficacy of the antibiotics. However, at the 
present time, we are back where we started ; 
all we know is that mydriatics and other 
medicaments that afford symptomatic relief 
are the best we can offer the patient. 


Optimistic misinterpretation of  thera- 
peutic results often occurs for several 
reasons : 


First, the course of the disease is decep- 
tively variable: either a mild and short con- 
junctival phase may belie the serious corneal 
complications that sometimes take weeks to 
develop, or else, exceedingly severe mem- 
branous conjunctival inflammation results in 
no corneal opacities at all. 

Second, the disease is easily confused with 
the more benign Beal's conjunctivitis that 
never causes any corneal lesions. 


Now, as to the second part of this ques- 
tion: the use of cortisone in herpes simplex 
of the cornea, Cortisone must be used with 
great caution in this disease as long as the 
active virus itself, not viral allergy, is caus- 
ing the keratitis. 

Thus, in dendritic ulcer, the local use of 
cortisone is definitely contraindicated be- 
cause it apparently releases the virus from 
the cell nuclei and results in a rapid and 
extensive spread of the infection. Sometimes 
practically the entire cornea becomes in- 
volved. Moreover, perforation, heretofore a 
relatively rare occurrence, is being en- 
countered with ever-increasing frequency. 

By way of emphasis I should like to show 
two kodachromes : 

Here, for example, is a patient whose 
dendritic keratitis was treated with cortisone, 
resulting inghe formation of a ring abscess. 
She was then referred to Dr. Dunnington 
who was kind enough to allow me to show 
this picture. 

The next picture is shown through the 
courtesy of Dr. Hugh Ormsby of Toronto, 
who had previously treated the patient suc- 
cessfully with cauterization on a*number of 
occasions. This time, however, he was 
treated elsewhere, with cortisone. This re- 
sulted in perforation of the cornea in about 
three weeks, at which time Dr. Ormsby saw 
him again and put a conjunctival flap over 
the eye. Ultimately, however, the eye had to 
be enucleated, 

Thus, cortisone is an extremely dangerous 
medicament in acute herpetic infection. 

In disciform keratitis, however, which 


apparently is a collagen reaction of the 


cornea due to hypersensitivity to herpes 
virus, that is, an allergic reaction, cortisone 
appears to be of great value. To a certain 
extent this also applies to metaherpetic kera- 
titis, where hypersensitivity also seems to 
play a role. Here, however, free herpes virus 
is still present deep in the epithelium, so that 
cortisone might be used, but cautiously. 
Dr. Givner: I would like to say that there 
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are an increasing number of cases of 
herpetic conjunctivitis, which at first may be 
mistaken for a bacterial infection as they 
have no preauricular-gland enlargement. If 
cortisone and an antibiotic are used routinely 
they may aggravate the condition. At about 
the 10th to 12th day punctate lesions that 
stain will appear on the cornea, which very 
soon takes on a typical dendritic pattern. 

It is the consensus of the panel that the 
routine use of cortisone in conjunctival in- 
fections should be deprecated, as it may, 
if given in a virus infection like herpes, help 
to spread the disease by cutting down the 
local immunity of the cornea. 


MANAGEMENT GLAUCOMA SECONDARY 
TO UVEITIS 
QUESTION 6 

How do you manage glaucoma secondary 
to uveitis? 

Dr. Berens: | think the first thing we 
have to consider is the tension and, since 
we have had neosynephrine, | believe we are 
controlling the tension better without sur- 
gery. Formerly, we had to rely on mydriatics 
in weak dilutions, and pilocarpine, and it 
seems to me neosynephrine controlls the ten- 
sion better. 

In spite of this, we may have to do some- 
thing else, and my preference has been, if 
one has to do something surgically, to use 
typhoid-H antigen intravenously and aspi- 
rate the anterior chamber about 48 hours 
later. 

To combat the inflammatory reaction, the 
cautious use of ACTH and cortisone, keep- 
ing in mind the established contraindica- 
tions, is justified. Appropriate antibiotics or 
chemotherapeutic agents should be used if 
systemic infections are found or suspected. 

The question of determining the etiology 
is often a difficult one. Despite the fact that 
we are able to make better differentiation 
today since we have better slitlamp micro- 
scopes, I cannot help but believe we are over- 
looking some cases of uveitis with secondary 


glaucoma and are treating them as primary 
glaucoma. This has been particularly brought 
to our attention by Wilder who found that 
156 enucleated eyes which had been diag- 
nosed clinically as primary glaucoma showed 
definite microscopic evidence of uveitis. 

Operations such as iridectomy and itt 
dencleisis should, I think, be reserved until 
necessary. | believe that, when the inflamma- 
tory action is mild, one can do an iridectomy 
if adhesions to the anterior surface of the 
lens are forming. 

Much to my surprise | found in studying 
the statistics by Hartmann (personal com- 
munication) that iridencletsis seems to be a 
useful procedure. The statistics were better 
than those following cyclo-electrolysis, al- 
though our statistics seemed to indicate that 
this procedure is better than diathermy. | 
realize we cannot prove everything statisti- 
cally, but statistics are of some value in the 
cases that cannot be controlled by medical 
means and in which surgery has to be 
employed. 

Some of these cases are so refractory that 
no treatment seems to be beneficial and there 
is severe pain. For several years, at Hart- 
mann’s suggestion, when there is pain, | 
have given retrobulbar injections of novo- 
caine and adrenalin, and if that is successful 
I do not hesitate to add 0.5 cc. of 30-percent 
ethyl alcohol at the next injection, These are 
a few of the things we should consider con- 
cerning this important and broad subject. 

Dr. Tueopore: I would like to amplify 
Dr. Berens’ excellent presentation a_ bit 
further: In secondary glaucoma, at least in 
the beginning, and for sometimes thereafter, 
the pressure is not the important thing, and 
does not usually, in itself, result in visual 
loss. One should not become panicky because 
the tension is very high in secondary glau- 
coma; the cause of the glaucoma is the im- 
portant thing. I think most of the early treat- 
ment of secondary glaucoma, whatever 1s 
done, is merely an excuse to use atropine, 

De. McLean: Just as Dr. Berens said, it 
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is ideal when you can treat the etiologic 
factor behind the uveitis, Since the uveitis is 
the etiologic factor in the hypothetical ques- 
tion that has been proposed to us, if we can 
suppress the uveitis, we might be able to do a 
good deal with the glaucoma and avoid 
surgery. 

This can be done with adrenocortical 
steroid therapy of one type or another; 
sometimes it may be cortisone or hydrocorti- 
sone, or corticotropin. | think many cases of 
glaucoma secondary to uveitis can be con- 
trolled, | do not say cured, with agents of 
this type; this in turn will favorably influ- 
ence the glaucoma. If we are forced to do 
major antiglaucoma operations in these eyes, 
we can operate more safely by starting the 
same type of anti-inflammatory therapy be- 
fore the operation. 

Dr. Leorvotp: There is another anti- 
inflammatory compound which can be added 
to the adrenocortical, steroids. The com- 
pound, Irgapyrin, is a mixture of phenyl- 
butazone and aminopyrin., It has received a 
good deal of attention in Europe. 

Butazolidin (phenylbutazone) is rather 
toxic and probably does nothing but suppress 
an inflammatory reaction. It may be of value 
in some cases of uveitis, and it seems to work 
a littte better if combined with the adreno- 
cortical steroids, 

Its action is not the same as that of the 
adrenocortical steroids, It does not increase 
17-ketosteroid excretion, and it does not in- 
crease the insulin requirements of diabetics. 
It may be of value in some stubborn cases 
of uveitis which do not respond to other 
therapy, but it is toxic. 

Dr. Givner: To sum up, then, there is no 
sure road to success in the treatment of 
uveitis. In the granulomatous type we are 
fortunate if we can arrive at an etiologic 
diagnosis in 25 percent of the cases. 

In regard to Butazolidin, one must re- 
member that reactions to this drug can occur. 
A very marked case of Stevens-]ohnson dis- 
ease complicated one case that I saw in which 
the drug was originally given for arthritis. 


ANTIBIOTICS FOR INTRAOCULAR INFECTIONS 
COUESTION 7 
What factors should be considered in the 


selection of antibiotics for the treatment of 
intraocular infections? 


Dr. Leorvotp: The decision of what anti- 
biotic or antibiotics to use in therapy of in- 
traocular infection is not a simple matter. 
One cannot depend on culture studies for, 
two reasons. Cultures may be and frequently 
are negative. Also one cannot wait 18 to 24 
hours for the results of culture analysis in 
dealing with intraocular infections. Too 
much intraocular damage can occur in that 
time interval. 

One must, therefore, frequently start 
therapy without being certain of the etio- 
logic agent, This means that a broad spec- 
trum antibiotic or antibiotic combination 
should be used. Penicillin and streptomycin 
systemically and subconjunctivally give one 
a broad spectrum and, if used in massive 
doses, will insure adequate intraocular pene- 
tration. 

There are objections to this type therapy. 
Many penicillin-resistant strains of staphylo- 
cocci have been encountered. Staphylococcus 
is a common secondary invader and it 1s 
conceivable that another antibiotic might be 
more effective against this type of resistant 
staphylococcus. 

Bacitracin or terramycin might be tried 
both subconjunctivally and systemically. 
However, these agents penetrate poorly and 
bacitracin has the added danger of renal 
toxicity. This is not too great a danger when 
used for short-term therapy. 

Chloramphenicol and sulfonamides both 
penetrate the intraocular tissues readily and 
have broad antibacterial spectra. 

If no improvement occurs in 24 hours, 
whatever one's initial choice, a switch to 
another antibiotic or antibiotic combination 
should be made. There is little time to lose. 
If one is fortunate enough to be guided by 
culture and sensitivity studies by this time, 
the antibiotic to be employed is not too difh- 
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cult. Usually, however, we have to employ 
another antibiotic without the aid of a posi- 
tive culture. 

Use antibiotics or antibiotic combinations. 
Use combinations for which there is evi- 
dence of additive or synergistic action. Do 
not use combinations that have no clinical or 
experimental evidence to show they are not 
antagonistic or indifferent to each other. 

Whatever drugs are used make certain the 
dosage is adequate to insure satisfactory 
intraocular levels. 

Dr. THropore: The use of a million units 
of penicillin intravenously as recommended 
by Dr. Braley sometimes does seem to get 
through the blood-aqueous barrier and may 
slow the onset of an infection. 

Dr. Givner: Many times new drugs come 
out, and the pharmaceutical houses produc- 
ing the product will describe the penetration 
into various tissues of the body, excluding 
the eye, in which we are most interested. If 
you will look for the penetration into the 
cerebrospinal fluid, as a rule, the penetration 
into the eye parallels that. If you find the 
penetration is excellent in the spinal fluid 
you can surmise that the penetration into the 
eye will be the same. 


TREATMENT OF DIABETIC RETINOPATHY 
COUESTION 8 


What is the most satisfactory treatment 
for diabetic retinopathy? 


Dr. McLean: I wish I knew. As a matter 
of fact, Dr. Givner forgot to tell you how 
this question came about. Knowing that 
several people were going to submit this 
question, | also submitted it, with a note to 
the secretary to ask someone else to answer 
it. 

I really do not know any thoroughly 
satisfactory treatment for diabetic retinop- 
athy. In recent years we have learned quite 
a bit more about the disease, but not much 
more from the practical standpoint about the 


treatment. 
Ballantyne, Friedenwald, and Ashton have 


all studied the nature of the capillary,changes 
which we used to look on as retinal hemor- 
rhages. A number of other people have 
added information, 

Dana has shown that the majority of dia- 
betics with diabetic retinopathy also have 
Kimmelstiel- Wilson lesions, and these two 
things in 90 percent of the cases seem to go 
hand in hand. He has also shown, and 
Snyder and others have confirmed it, that 
retinopathy may increase with pregnancy 
and decrease after delivery, and this has been 
interpreted as an increase in some adreno- 
corticotropic substance from the pituitary 
during pregnancy. 

Rich has shown that Kimmelstiel-Wilson 
lesions can be imduced in the experimental 
animal with cortisone in rabbits, and Becker 
has shown that, in the animal with alloxan 
diabetes and then ACTH, not only can 
Kimmelstiel-Wilson lesions of the kidney be 
produced, but lesions which stimulate rather 
closely diabetic retinopathy can be produced 
in the animal's eyes, 

Becker has also shown in human autop- 
sies that, in the majority of cases with 
Kimmelstiel-Wilson kidneys and diabetic 
retinopathy, the adrenal cortices were con- 
siderably larger and showed evidence of a 
probable increase in the secretion of cortr 
sone when compared with autopsies on dia- 
betics who did not have these renal and eye 
lesions, 

One other item which has been discussed 
for a long time: Root and those of the same 
school have argued for a long time and 
report that poor control of hyperglycemia in 
diabetics induces the incidence of diabetic 
retinopathy. Many people have maintained, 
and produced statistics which tend to back 
up’their claim, that, essentially, the retinopa 
thy of drabetes 1s a function of the duration 
of the diabetes but not directly related to 
the degree of the control of the sugar. 

Finally, Snyder again has shown that the 
changes in diabetic retinopathy have a very 
yrave prognosis for the fetus as well as for 
the vision of the mother. 
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If you sum this all up, what is added to 
our knowledge of treatment ? 

Certainly we still think that the sugar 
metabolism should be controlled. Should it be 
controlled rigidly or more liberally ? On that 
I am not sure that the evidence is conclusive. 
Probably we should avoid the use of adrenal 
steroids in these patients. Probably, if possi- 
ble, they should avoid pregnancy, 

Becker, Friedenwald, and others at Balti- 
more have suggested rather large doses of 
B,2. In my very limited experience and in 
that of others I have heard about, B,, 
therapy has not been as successful as it was 
expected to be. 

And finally, | understand that Trueman 
and some of the group in Philadelphia are 
using radiation in certain types of advanced 
retinopathy. | have no information on that; 
perhaps Dr. Leopold can give us some. 

Dr. Leoroip: To the best of my knowl- 
edge, this was originated by Reese and Guy- 
ton for the far-advanced cases of retinopa- 
thy, and has been employed by Trueman and 
Beardwood, They feel they have had some 
improvement in closing very small vessels in 
the posterior segment and thus improving 
the situation. My own experience, in only a 
few cases, has been unsatisfactory. 

Dr. Givner: Have you used testosterone, 
Dr. McLean? 

Dr. McLean: No. 

Dr, Givner: When Dr. Saskin first re- 
ported the use of testosterone, he used it 
on females because he reasoned that diabetic 
retinopathy was more frequent in the female, 
even though the incidence of diabetes was 
about equal in the two sexes, If, however, 
one should decide to use testosterone in the 
males for therapeutic purposes, one should 
bear in mind that, according to Roen from 
studies made at autopsy, 25 percent of males 
over 50 years of age have prostatic cancer, 
which can be stimulated to growth by testos- 


terone. 

The panel concludes that at the present 
time we have no adequate method of prevent- 
ing or controlling diabetic retinopathy, with 


the possible exception of good dietary 
control. 


OFFICE SURGERY 
QUESTION 9 


What surgical procedures would you do 
in your office? 


Dre. Smitu: When I was in Prague 25 
years ago I asked Dr. Arnold Loewenstein 
the same question. He had some beds in his 
office for cataract patients. | concluded that, 
with the exception of cases requiring Pro- 
fessor Elschnig’s assistance, he performed 
most of his surgery in the office. 

With modern surgical equipment and 
competent assistance, many minor surgical 
procedures can be performed in an office. 
The commonest incision would be for an 
advanced external or internal stye, Complete 
extirpation of external chalazia can be per- 
formed single handed, but fewer capsules 
rupture when an assistant is present. Small 
xanthelasma can be removed. More exten- 
sive surgery involving both eyes should be 
done in the hospital. 

Other benign lid lesions like molluscum 
contagiosum, papillomas, warts, milia, and 
transparent cysts on the lid border obstruct- 
ing the outlet of sweat glands, may be re- 
moved by incision, excision, chemical 
cauterization, or diathermy. 

Remember innocent lid-border growths, 
recurring chalazia at the site of previous 
surgery, and raw skin areas that fail to heal 
completely may be malignant and should be 
examined histologically. 

Since the advent of chemotherapy and the 
antibiotics, chronic dacryocystitis is rarely 
neglected to the stage of lacrimal-sac sup- 
puration. If drug therapy fails, the abscess 
should be incised deeply and a rubber drain 
inserted until the acute cellulitis subsides. 
After seven to 10 days, the patient is hospi- 
talized for dacryocystorhinostomy or a 
dacryocystectomy with complete excision of 
the fistula. 

Smaller pterygia can be removed in the 


ofhce, | prefer to hospitalize older patients 
with larger and fleshy pterygia when more 
hemorrhage is anticipated. 

A lymphatic dilatation producing a trans- 
parent conjunctival cyst is an alarming de- 
fect to the patient. The lymphangiectasis can 
be drained by nicking the conjunctiva, or, 
if circumscribed, it can be excised. 

Ophthalmologists who treat industrial or 
compensation cases will be called upon to 
make temporary repair of lid avulsions. | 
prefer only to cleanse these wounds in the 
office, apply sterile dressings, and then ad- 
mit such patients to the hospital for proper 
plastic repair. 

[ do not carry out any surgical procedure 
in the office that can be performed better and 
with greater safety to the patient in a hospi- 
al. Every experienced surgeon will readily 
admit that, in a crisis, four hands are better 
than two. 


DRUGS IN OCULAR ALLERGIES 
(QuESTION 10 


What drugs in ocular allergies have value 
(a) systemically (b) locally? What so-called 
antiallergic drugs are of no value? 


De. THropore: We have at our disposal 
at the present time a number of very valua- 
ble medicaments for the treatment of ocular 
allergies. Yet, because they are often used in 
those forms of allergy in which they are 
not indicated, results may be disappointing. 
However, if one is guided by the fact that 
there are two fundamental forms of allergic 
response, a logical basis for the use of these 
drugs presents itself. 

The first response, as everyone knowns, 
is the immediate type, occurring in the atopic 
individuals, such as persons with hay fever 
and other airborne allergies. Here two points 
must be remembered: first, that histamine 
plays a dominant role in the mechanism, 
and, second, that edema due to vasodilation is 
a major clinical finding. 

The second response is known as the de- 
layed or bacterial type. Essentially, a form 
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of contact allergy, eczema is the major 
characteristic when the outer eye is involved. 
Here histamine is not a factor in the allergy. 

Returning now to the drugs, let us first 
consider the corticosteroids. Because of their 
general blocking action against inflammation, 
especially of allergic character, ACTH, 
hydrocortisone, and cortisone are very effec- 
tive in all forms of ocular allergy, both of 
the immediate and delayed types, if given 
systemically in high enough dosage. Hydro- 
cortisone and cortisone are also very valua- 
ble when given locally, But these drugs, too, 
may cause local allergy. 

The antihistaminics, on the other hand, do 
not have such a generalized blocking effect. 
Their action is more specific. They nullify 
the action of histamine by combining with 
the target cells, preventing the absorption of 
histamine by these cells and, thus, the allergic 
reaction. 

When taken systemically in sufficient 
quantities they are of definite value in the 
immediate types of allergy, such as acute and 
chronic allergic conjunctivitis of atopic 
origin. However, even in these conditions 
their use locally is ineffective, although mis 
leading temporary benefits may occur on the 
basis of such local use because they do ap- 
pear to be mild local anesthetics. 

In the delayed form of allergy where 
histamine plays no role at all, one cannot 
expect, nor does one find, this group of 
drugs to be of value either systemically or 
locally. As a matter of fact, the A.M.A. 
Council on Pharmacy and Chemistry has re 
cently voted to discontinue acceptance of any 
dermatologic preparations of all antihista- 
mine drugs, because of the high frequency 


of cutaneous allergy due to these ointments” 


and creams. 

Nowadays, one is prone to forget the value 
of the vasoconstrictors, in the immediate 
types of allergy. Since vasodilation ts such an 
important part of the picture, the use of 
adrenalin and similar agents either system 
cally or locally is often of the greatest value. 
Actually, they often allay the acute symp- 
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toms of airborne allergies much more effec- 
tively and rapidly than any other medica- 
ments. 

Lastly, since itching is a prominent symp- 
tom in all forms of allergy, the judicious use 
of those local anesthetics least likely, them- 
selves, to cause allergies, such as cocaine 
and Holocaine, may be of value. 


MANAGEMENT OF THROMBOSIS OF 
RETINAL VEIN 


QUESTION 1] 


How would you manage a case of throm- 
bosis of the central retinal vein, seen within 
36 hours of its occurrence? 


Dr. Berens: While the outlook for the 
affected. eye is poor, there is always the 
sound eye to be considered, We have to put 
the patient at rest, both mentally and physi- 
cally, and I believe that a hospital is the 
proper place for this treatment. Sedation 
should be used to allay anxiety. 

Once the patient is in the hospital a most 
careful general examination should be made, 
and this | think should include the determi- 
nation of the blood sedimentation rate and 
a Schilling index, as an indication of chronic 
intoxication. 

If any of these tests suggest chronic in- 
fection, this should be looked into carefully 
and treated. If you cannot find definite 
chronic infection, Piromen given in small 
doses may be of some benefit in raising the 
patient's resistance in cases in which the 
blood picture suggests infection. 

Measures to control hypertension or renal 
disease are advisable in the hope of pre- 
venting further occlusion, but any sudden 
or marked lessening of blood pressure or 
change in circulation should be avoided as 
they may predispose to further thrombosis. 

| believe, if | were to have a thrombosis 
of the central retinal vein, | would try the 
anticoagulants, heparin, dicumarol, or 
Tromexan, under carefully controlled con- 
ditions to minimize the risk of more hemor- 
rhage and in the hope of preventing further 


clotting, rather than to promote absorption 
of an existing clot. 

Always keeping possible benefit to the 
other eye in mind, pilocarpine may be used 
locally for several months in the hope of 
preventing postthrombosis glaucoma. 

We should carefully search for latent in- 
fections and treat them prior even to minor 
surgical procedures because there is one re- 
port of a bilateral thrombosis of the central 
vein following the extraction of a tooth, and 
| have seen other serious complications fol- 
lowing the extraction of teeth performed 
without proper precautions. 

The question of blood sludging has been 
discussed by Dr. Givner* and this may be 
a factor in the production of these throm- 
boses ; according to him, trypsin is a valuable 
drug to use. | have had no experience with 
this drug, and | wish he would comment. 

Dr. Givner: Dr. Berens, will you say 
whether you believe that treatment with 
heparin and anticoagulants is better than the 
do-nothing treatments ? 

Dr. Berens: I think we do not have con- 
clusive data in regard to that point and I have 
seen thromboses develop when these prepara- 
tions were being used by experts in this field. 

Dr.. Smita: The paper by Dr. J. V. Cas- 
sady in THe AMERICAN JOURNAL OF Opu- 
THALMOLOGY, March, 1953, reports 54 cases 
studied over a period of 10 years. Heparin 
or dicumarol therapy was started early on 
10 patients over periods of two weeks to 
16 months. Eight patients who were given 
heparin or dicumarol, or both, did not im- 
prove, or become worse. The internists were 
loathe to use anticoagulants for long periods. 
One patient developed intestinal hemorrhage, 
hematuria, and hematemesis. 

Only 20 percent of Dr. Cassady’s 54 pa- 
tients in the younger age groups, without 
appreciable hypertension, recovered useful 
vision. Retinal function was destroyed im 
older patients with hypertension. 


*Givner, I.: Observations on blood sludging 
Am. |. Ophth. 36-1063 ( Aug.) 1953. 
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Hemorrhagic glaucoma developed in nine 
patients. Six required enucleation, 

In the same issue of THe JouRNAL, Dr. 
Bertha Klien emphasises that, even when 
anticoagulant therapy does not improve vi- 
sion, the treatment should not be considered 
useless. Detailed observation of the fellow 
eye often reveals improved vision or dis- 
appearance of some subjective or objective 
signs of incipient impairment of its venous 
circulation. Her pathologic studies confirm 
the general clinical experience that treat- 
ment in the majority of cases of established 
occlusion is of little value except im the rare 
instances occurring in blood dyserasias, 
sepsis, and trauma. 

Dr. McLean: | feel much more optimistic 
about the use of anticoagulant therapy. We 
used to start off with heparin with the idea 
that it would take hold faster, After the re 
port of Puig-Solanes, it seemed probable that 
immediate action was not so important, so 
we dropped the initial heparin and started 
off with dicumarol or one of the dicumarol- 
like agents which can be taken more readily 
and which will take hold pretty rapidly. 

Our results have been pretty satisfactory ; 
Solanes’ encouraging results have been re- 
ported, and there are other reports im the 
literature, particularly of cases in which the 
occlusion was not complete. 

When we have partial occlusion of the 
central retinal vein, or when we have occlu- 
sion of a branch near the central vem, which 
is giving evidence of or threatening to work 
uphill to give a central vein block, then | 
think anticoagulation therapy is worth while. 
In my hands, from the medical standpoint, 
it can be quite safe, and | think the patient 
deserves the benefit of it. 

Dr. Leorotp: There was a report by Duff, 
Falls, and Lyman two years ago, in which 
they showed a definite reduction im the in- 
cidence of hemorrhagic glaucoma in their 
anticoagulant-treated series. They could no- 
tice no difference in the end results with 
anticoagulation therapy, whether they started 
the therapy immediately after the occlusion 


or whether it had been delayed for several 
days or even weeks. 

Dr. Givner: The panel's conclusion is that 
it would be well to keep an open mind until 
enough cases have accumulated to show 
whether treatment is of definite value, rather 
than to do nothing. 

In reply to Dr. Beren’s question concerning 
sludging and the use of trypsin im venous 
thrombosis, | have seen several patients who 
were treated for both central retingl vein 
thrombosis and branch block with ko ap- 
parent value from the injection. Thi§ may 
be because the cases were not sent’ early 
enough, as Dr. Innerfield stresses the neces 
sity of early treatment for the best fibrino- 
lytic effect. In regard to the effect of trypsin 
on blood sludging, from my own observation 
it was the only systemic medicament used 
that favorably influenced blood sludging. It 
did so in two cases. 


ENZYME THERAPY 
Question 12 

What is the present pdsition of enzyme 
therapy in ophthalmology? 

Dr. Leovotp: There are several enzymes 
that have received therapeutic consideration 
recently in ophthalmology. They are hyalu 
ronidase, streptokinase, streptodornase, and 
trypsin. 

Hyaluronidase has the ability of depoly- 
merizing hyaluronic acid. Hyaluronic acid, a 
mucopolysaccharide, is one of the normal 
constituents of ground substance, Injection 
of the enzyme breaks down to a certain ex 
tent the tissue barriers to diffusion. More 
rapid and widespread dissemination of in 
jected Huid particles is thus facilitated. The 
enzyme therefore enhances the action of 
anesthetics by allowing better penetration 
through connective tissue and nerve sheaths. 

E-dematous areas injected with hyaluron 
idase can be reduced more rapidly. It may 
also facilitate phagocytosis, 

Specifically in ophthalmology, it has been 
used to make anesthesia by injection more 
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rapid and thorough. It has been used to re- 
duce exophthalmos temporarily and to in- 
crease small pterygia. 

It is too irritating to be used intraocularly, 
although Lynn and Ozment have demon- 
strated experimentally a reduction of intra- 
ocular pressure when it is so employed. Von 
Sallmann has noted a favorable effect on 
the clearing of intravitreal hemorrhage. 

Streptococci produce a hyaluronidase and 
the body produces antibodies against it. 
These antibodies have been studied to deter- 
mine an etiologic role of the streptococcus 
in uveitis, 

Streptokinase and strepodornase have also 
been isolated from the streptococcus. Strepto- 
kinase stimulates the formation of a fibrino- 
lytic enzyme, plasmin, from a normal plasma 
constituent, plasminogen, This promotes the 
lysis of fibrin clots. 

Streptodornase has an action against 
desoxyribonucleoprotein. It is thus useful 
in lysing the debris found in purulent 
wounds, 

It was hoped that these agents might be 
helpful in clearing anterior chamber hemor- 
rhages. However, they are toxic when in- 
jected into the anterior chamber. This toxi- 
city may be due to impurities in the present 
available preparations, such as hyaluronidase. 

If a safe dosage is employed—that is, be- 
low 20,000 units per intracameral injection 
the action is only of short duration. Perhaps 
the best method for employment at present 
is to inject a safe concentration of the en- 
zymes into the anterior chamber and wash 
out a few hours later. The enzymatic action 
will break up the clot and facilitate irrigation. 

These agents may be useful for debride- 
ment of wounds—for example, infected 
corneal ulcers. They should be employed in 
conjunction with specific antibiotic therapy. 
They liquefy purulent exudate and facilitate 
the action of the acute microbial agent. 

Thypsin can be useful also for debride- 
ment. It is a proteolytic enzyme that is prob- 
ably active against a greater variety of pro- 
teins than the combination of streptokinase 


and streptodornase. It has been shown to lyse 
hbrin clots and, like streptokinase and strep- 
todornase, to lyse intravascular clots. It can 
be applied to the intact eye in drop or oint- 
ment form and injected subconjunctivally, 
but when the cornea is abraded or ulcerated 
it may further damage the cornea. There 
have been a few reports of its possible value 
in the therapy of venous occlusions, 

Dr. Givner: Have you used anterior- 
chamber irrigation with varidase, Dr. Leo- 
pold ? 

De. Leorotp: Yes, we have tried it in 
injections of 10,000 units. We have the im- 
pression that it does seem to split up clots 
and facilitate the irrigation of the anterior 
chamber. However, we are not really greatly 
impressed with the results obtained so far mm 
the experimental animals, With irrigation the 
results are better with the use of an enzyme 
than without. 

Dr. McLean: | have seen one eye in 
which a combination of streptodornase and 
streptokinase was injected into the anterior 
chamber, and the result could not have been 
much worse. 


ACTH IN OFFICE TREATMENT 
(QUESTION 13 


What diseases would you treat with ACTH 
as an office procedure? 


Dr. McLean: I do not use ACTH as an 
office procedure. It is possible to use a long- 
acting gel suspension of ACTH intramuscu- 
larly as an office form of treatment, although 
I do not choose to do this at the moment. 

ACTH cannot be used locally; its intra- 
venous use is only effective if it is given over 
eight to 10 hours in a continuous drip, and 
that leaves you nothing but the gel to use 
as an office procedure. 

It might be used in conditions which fail 
to respond to cortisone systemically, or which 
are too deep for the local use of cortisone or 
hydrocortisone to reach—a deep choroiditis, 
optic neuritis, retrobulbar neuritis, or ex- 
tensive uveitis. In those circumstances I pre- 


SOCIETY PROCEEDINGS 101 


fer to have the patient in the hospital, to use 
ACTH intravenously. | think it is much 
safer to use it that way. 


MANAGEMENT OF VERTICAL AND LATERAL 
MUSCLE IMBALANCE 


(QUESTION 14 


How do you handle a combination of verti- 
cal and lateral muscle imbalance? 


De. Smiru: The general rules for manag- 
ing lateral muscle imbalance must be fol- 
lowed dirst before evaluating the vertical 
component. 

The history of onset is important. Next 
atropine refraction with complete cycloplegia 
should be performed. In accommodative 
convergence excess most, and sometimes all, 
of the internal deviation may disappear and 
offer encouragement that the wearing of 
hypermetropic lenses will correct the con- 
vergent strabismus. If glasses correct the 
deviation for distance, and convergence 
spasm persists for near, a bifocal addition of 
+1.50 to +3.00 diopters is indicated, 

In these favorable cases often the sugges- 
tion of overaction of the inferior oblique 
muscles also disappears. 

When a vertical anomaly is also preSent, 
no marked decrease in esotropia follows 
wearing of strong plus lenses, If the patient 
has fixed unilateral strabismus when first 
examined, | assume that some amblyopia is 
present in the nonfixing eye. Complete all- 
day occlusion of the fixing eye must be un- 
dertaken for two months. If no visual im- 
provement occurs after two months, the child 
or parent are not co-operating or, if they 
have been faithful, an organic centfal defect 
may be present. 

When a patient is seen early in childhood, 
amblyopia, suppression, or anomalous ret- 
inal correspondence may be avoided by 
partial occlusion, utilizing atropine in the 
fixing eye or covering one spectacle, partly 
or entirely. 

Somewhere in this conservative course of 
treatment vertical imbalance will be mani- 


fested. In fact, 40 percent of all strabismus 
cases have an associated vertical imbalance. 

I have previously reported on the impor- 
tance of skeletal changes as a diagnostic aid, 
Study the position of the face, chin, and 
head. | would like the younger oculists to 
recall what position the patient would as- 
sume in muscle paralysis. If the right ex- 
ternal rectus, the face rotates on the vertical 
axis to unburden the external rectus ; for the 
superior and inferior recti, the chin ts ele- 
vated or depressed on the horizontal axis; 
and for the right superior oblique, the head 
is tilted to the left on the anteroposterior axis 
to avoid the 56-percent intorsion that the 
superior oblique has in the primary position. 

These postural changes are evident, al- 
though not as pronounced, in elevator and 
depressor imbalance without paralysis, and 
should always be looked for. In my paper 
on ocular torticollis, | emphasized that, by 
examining young patients stripped to the 
waist, one can demonstrate head tilt, ab- 
normal face and chin positions, facial asym- 
metry, taut sternocleidomastoid muscles, and 
skeletal changes. 

If you are wondering why | haven't rushed 
into the question of surgery, it is because, 
in these complicated cases, the differential 
diagnosis between the primary vertical or 
predominant lateral deviation means success 
or failure at operation, 

When I assisted Dr. White we saw many 
cases with marked convergence and diver 
gence operated upon by competent surgeons, 
which were overcorrected because the vert 
cal imbalance was not recognized or evalu- 
ated properly. 

Several clinical observations are of value: 

1. If correction of the vertical deviation 
with prisms markedly reduces the lateral de 
viation, try to correct the vertical first. If 
the lateral is not affected, correct the lateral 
deviation first. 

2. The presence of a head tilt confirmed 
by the Bielschowsky test implies a secondary 
esotropia following a superior oblique para- 


lysis, 
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3, Variable measurements and “pseudo- 
strabismus” are seen in nervous and allergic 
children, With improved health the defects 
clear spontaneously. 

A few rules for surgery can be sum- 
marized as follows: 

1. If the convergent strabismus is so 
marked that the suspected vertical imbalance 
cannot be accurately diagnosed, the horizontal 
correction should be attempted first. In such 
cases | resect one or both external recti to 
avoid the danger of overcorrection. If a true 
vertical imbalance was present, it will not be 
decreased much by this operation. After 
evaluating which elevators or depressors 
should be weakened or strengthened, the 
vertical deviation can be dealt with properly. 
At this time the internal recti, for which I 
have great respect, can be operated upon with 
safety. 

2. When unilateral convergent or diver- 
gent strabismus is associated with an over- 
acting inferior oblique of the same eye, some 
correction of both deviations can be achieved 
at one operation. After freeing the external 
rectus, the inferior oblique is tenotomized at 
its imsertion and the external rectus can then 
be resected or receded, 

3. Often it is impossible to achieve the 
desired cosmetic improvement by a single 
operation. Be sure to inform all interested 
parties that more than one operation may be 
necessary. 

4.1 recently hospitalized a young girl for 
correction of lateral and vertical imbalance. 
The patient and her mother, who was present 
at the four office examinations, were anxious 
to have the operation performed, One hour 
preoperatively father postponed the opéra- 
tion so he could be convinced it was indicated. 
| learned that fathers are also entitled to 
know why and when their children are to 
undergo surgery. 


INTOLERANCE TO DRUGS 
Question 15 


In patients developing intolerance to an 


ophthalmic drug, is it ever possible to con- 
tinue the use of the same drug’ 


Dr. THropore: The answer to this ques- 
tion is yes, under certain circumstances, the 
same drug may still be used. While most in- 
stances of drug intolerance are due to drug 
allergies, enough instances of drug irritation 
occur to make it an important differential in 
ocular therapeutics. 

The importance of the distinction between 
these two types of drug intolerance lies in 
the fact that, in drug irritations, the use of 
the same drug may be continued if it is pre- 
pared in a manner that insures no more ir- 
ritation; whereas, in allergy, from the long- 
term point of view, an entirely different drug 
must be substituted. 

Drug sensitivity is a form of contact al- 
lergy and is characterized by an itching ec- 
zema of the skin, catarrhal conjunctivitis, 
and conjunctival cosinophilia or basophilia. 

Certain groups of drugs are especially 
prone to become sensitizers, such as local 
anesthetics, antibiotics, sulfonamides, the 
mydriatic alkaloids, and mercurials, In addi- 
tion, any drug may become allergenic, if the 
vehicle contains allergenic substances, es- 
pecially certain preservatives. 

When allergic dermatoconjunctivitis de- 
velops, not only is the elimination of the re- 
sponsible drug required but other drugs of 
similar chemical character should be avoided. 
In special instances in which the continued 
use of the offending drug is vital, sufficiently 
large doses of ACTH or cortisone, given 
systemically, may prove effective in blocking 
the allergy. However, this regime generally 
cannot be continued indefinitely. The local 
use of corticosteroids, to block the drug al- 
lergy, usually is not nearly so effective. 

On the other hand, drug irritants cause 
reactions by direct conjunctival irritation. 
While almost every drug at times may be ir- 
ritating, conjunctivitis due to drug irritation 
usually occurs following prolonged use of 
those preparations that are prone to deterio- 
rate into irritating degradation products, if 


not prepared in a manner that will hinder or 
prevent this breakdown. 

The clinical picture of irritative conjune- 
tivitis due to drugs is that of a nonspecific 
watery conjunctivitis, in which, in contrast 
to allergic dermatoconjunctivitis, there is 
neither dermatitis of the eyelids nor con- 
junctival eosinophilia. 

In chronic cases, especially with the use of 
the alkaloids, follicular conjunctivitis may be 
the outstanding feature. In ophthalmic prac- 
tice, such follicular conjunctivitis is usually 
due to the miotics, such as pilocarpine, eserine 
and related synthetic miotics like prostigmine, 
DFP, Mecholyl, and Carcholin. 

All of these drugs are particularly prone 
to break down, forming irritating end-pro- 
ducts, such as methylamine or acids. When 
this occurs, if another preparation of the 
same drug can be obtained which does not 
allow such degradation, the patient may con- 
tinue to use the same drug. 

()n occasion intolerance to miotics in glau- 
coma may impel the ophthalmologist to re- 
sort to surgery. Investigation as to the cause 
of this intolerance, however, may permit the 
control of the tension by the continued use 
of nonirritating preparations of the same 
miotics, if an allergy is not present. 


THERAPY OF OCULAR TUBERCULOSIS 
QUESTION 16 


What is the present status of therapy in 
ocular tuberculosis ? 


Dr. Leoroip: In the therapy of ocular 
tuberculosis, as well as of pulmonary tuber- 
culosis, the recommended treatment until the 
last year has been the combination of strep- 
tomycin and para-aminosalicylic acid. Strep- 
tomycin has been given two to three times 
weekly in dosage of one gm. PAS has been 
used to the limit of tolerance of the patient. 
This usually averaged 12 gm. daily. The 
chief value of PAS, although it possesses 
some antituberculous activity of its own, has 
been its ability to reduce the number and 
frequency of development of resistance of 


SOCIETY PROCEEDINGS 103 


the tubercle organisms to streptomycin. 

Terramycin (oxytetracycline) has some 
antituberculous activity, definitely inferior to 
that of streptomycin alone, but is effective as 
an adjuvant to streptomycin in preventing 
the development of resistant organisms. 

(ine of the most interesting developments 
in the treatment of tuberculosis has been the 
advent of the isonicotinic acid hydrazides. 
In general tuberculosis, this agent has fared 
as well as the streptomycin and para-amino- 
salicylic acid combination, but organisms 
develop resistance to it readily. 

In ophthalmology this drug has been shown 
to penetrate well, by all routes of administra- 
tion, into the intraocular tissues and fluids, It 
will control experimental intraocular tuber- 
culosis but long-term therapy is required in 
lesions of moderate severity to bring about 
quiescence of the lesion. Even after three 
months of therapy, reactivation of apparently 
clinically quiet eyes has been reported by 
Knapp and von Sallmann, Kratka and Leo- 
pold, Woods and others. Wherever long-term 
therapy its required it is evident that the agent 
is bacteriostatic. Wherever flare-ups occur 
it is apparent that resistant organisms have 
developed or been encountered. 

There is evidence that this agent has no 
anti-inflammatory effect. It has no effect on 
bacterial infections other than tuberculosis, 
but perhaps it might have some activity 
against fungi and leprosy. 

Kvidence suggests that isonicotinic acid 
hydrazides are synergistic with streptomycin 
in their action against tuberculosis organisms, 
in that fewer organisms develop resistance, 
more rapid quiescence of the lesions occurs, 
and smaller quantities of each agent are re- 
quired for the enhanced effect. 

Isonicotinic hydrazides have very few toxi¢ 
symptoms. Rare instances of central nervous- 
system irritation, of skin allergies, and of 
withdrawal symptoms have been reported. 

For the present in ocular tuberculosis 
therapy one may employ streptomycm (1.0 
gm., two to three times weekly), isoniazid 
(150 to 200 mg., daily), and PAS (12 gm., 
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daily). Therapy must be continued for four 
to six months at least. 

The chief difficulty with this regimen in 
ophthalmology lies in the inability to establish 
the diagnosis firmly. In external manifesta- 
tions of the conjunctiva, sclera, and so forth, 
culture and Biopsy can prove the etiology. 
This is not an insurmountable problem, but 
m intraocular tuberculosis, for example 
uveitis, this is frequently difficult. 

It has been suggested that, when one can 
make a tentative diagnosis of tuberculous 
uveitis by exclusion, the patient be given the 
benefit of a therapeutic trial. If no improve- 
ment occurs after three weeks of therapy, 
discontinue therapy. Woods at present, from 
clinical experience, feels this is an adequate 
therapeutic interval. However, in experi- 
mental studies the interval has been longer. 


PRESENT sTaTUs/OF DFP 
Question 17 


What is the present 
DFP? 

Dr. Leovotp; Ever since DFP was intro- 
duced as a possible agent in the therapy of 
glaucoma by Leopold and Comroe in 1946, 
there has been repeated evidence that it is 
an effective and potent miotic. The drug 
will lower intraocular pressure in some eyes 
when other agents have failed; it will act 
longer than any previously employed miotic, 
and it appears most effective in aphakic glau- 
coma. The most pessimistic report has been 
that of Marr, who found it to lower intra- 
ocular pressure in only five of 32 eyes that 
had failed to respond to other miotics. To 
put that another way, the least favorable re- 
port showed that the drug would succeed in 
a minimum of 16 percent of eyes in which 
other pharmacologic agents had failed. Al- 
most all others report a greater percentage 
of success, 

In the original report of Leopold and Com- 
roe several disadvantages of this agent were 
mentioned, These were: the symptoms of 
marked ciliary spasm (browache, headache, 


tus of the use of 


false myopia), sluggish accommodation, 
pericorneal injection, irritability to the ve- 
hicle and the agent itself, and occasional 
acute rises in intraocular pressure. Since 
then, three additional complications have been 
encountered; retinal detachments; and, as 
recently reported, when in dilute concentra- 
tion, Leopold and Cleveland noted a tolerance 
to the agent itself ; also the possibility of iris 
cysts occurring after long-continued use. 

In spite of the disadvantages this agent has 
definite value in selected cases. But it should 
only be used with a complete awareness of 
all its untoward actions, It is a very helpful 
drug in aphakic glaucoma. 

In one report (Leopold and McDonald, 
1948) it was noted that, in a number of 
aphakic eyes, no miotic therapy for the glau- 
coma was required after varying intervals of 
therapy with DFP. Swan (1952) most re- 
cently called attention to this and suggested, 
as noted in the earlier report, that this agent 
may have broken peripheral synechias and 
thus removed the obstruction to outflow. 

DFP can be used in chronic wide-angle 
glaucoma when other agents have failed and 
also in mild wide-angle glaucoma either alone 
or in combination with the other miuotics. 
When used in dilute concentration——for ex- 
ample, 0.01 percent—it may lose its potency 
rapidly if diluted with tears inadvertently 
caught in the dropper and reinserted into the 
bottle. Tolerance may also be encountered 
in this strength. 

It can be employed in narrow-angle glau- 
coma. However, there is greater risk than in 
wide-angle glaucoma of a rise in intraocular 
pressure. Some of this danger can be reduced 
by the use of a vasoconstrictor agent such as 
phenylephrine, as originally suggested by von 
Sallmann, Dillon, and Sugar. 

One must mention that the prior instilla- 
tion of eserine will negate much of the ac- 
tion of DFP. However, DFP first, with 
eserine afterward, will produce a combined 
activity. 

Charles A, Perera, 
Secretary. 
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RETROLENTAL FIBROPLASIA comparative statistics clearly demonstrate 

Recent clinical and experimental confirma- that, in the absence of exposure of infants 
tion that retrolental fibroplasia results from to concentrations of oxygen in excess of 
exposure of premature infants to an oxygen- atmospheric, they must in themselves rarely 
enriched atmosphere apparently has brought be capable of producing the disease. 
to a successful conclusion the search for the For some years now oxygen has been sts- 
cause of a disease which in 12 years has pect as an associated factor in the production 
become the leading cause of blindness in of retrolental fibroplasia and numerous 
children. What other factors, if amy, may studies, mostly of a retroactive nature, have 
contribute to the production of retinovaseu- strengthened this suspicion. Caution born 
lar changes in the eye remain unknown but of experience of the seemingly capricious 
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variations of incidence of retrolental fibro- 
plasia stimulated Patz, and, more recently, 
others, to attempt a controlled investigation 
where randomly selected infants were as- 
signed regimens consisting of widely differ- 
ing exposures to oxygen. 

The most extensive of these studies is a 
“Co-operative, study on retrolental fibro- 
plasia” conducted simultaneously in 18 hos- 
pital nurseries located in various sections of 
the country, the preliminary findings of 
which were released by the responsible inves- 
tigators of the study as part of the sympo- 
sium on “Retrolental fibroplasia” at the last 
meeting of the American Academy of Oph- 
thalmology and Otolaryngology. 

Premature infants weighing 1,500 gm. and 
less (3 lb. 5 oz.) at birth were randomly 
assigned to two groups. One group received 
concentrations of oxygen in excess of 50 per- 
cent for a period of four weeks, a practice 
which was then current for lighter premature 
infants in most of the hospital nurseries 
concerned, and another group received oxy- 
gen in concentrations less than 50 percent 
and only on the basis of ‘frank clinical need. 
All other factors concerned with the care of 
the premature infant, such as feeding, vita- 
mins, lighting, temperature, and humidity, 
were kept similar for both groups. The total 
number of infants reported on for the first 
six months was 391, of which 68 were given 
routine use of oxygen and the remainder 
curtailed use of oxygen. 

Preliminary results of this study show 
that the use of oxygen is significantly asso- 
ciated with retrolental fibroplasia and that 
mortality is not affected by limiting the use 
of oxygen to that amount thought necessary 
for clinical emergency. Of the 53 surviving 
infants who received oxygen in the routine 
manner, 72 percent developed the disease in 
some one of the five active stages, whereas 
of the 245 infants in the curtailed group, 
only 30 percent were similarly affected. 
Even greater was the difference in inci- 
dence when the cicatricial grade of the dis- 
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ease was used as a basis for comparison. In 
this instance, 25 percent of those infants 
who received oxygen routinely showed 
permanent ocular change, as compared to 
six percent in the group which received cur- 
tailed use of oxygen. The mortality (after 
the first 48 hours of life) in the group re- 
ceiving routine oxygen was 22 percent, com- 
with 20 percent in the curtailed 
oxygen group. 

Actually, some cases of retrolental fibro- 
plasia occurred in infants who had received 
oxygen for one day or more (after the first 
48 hours of life) throughout the whole 
range of stays in oxygen, thus permitting an 


pa red 


analysis of the relation between the inci- 
dence of the disease and the duration of 
stay in oxygen on a day-to-day basis. 
Analysis of these data showed that most of 
the risk of contracting the disease was in- 
curred by exposure to oxygen in the first 
week of life. This important finding sug- 
gests that the mechanism of Fetinopathy in- 
volves some initial insult which ts associated 
with relatively short exposures to oxygen in 
the early days of life, and emphasizes the 
importance of restricting the use of oxygen 
even during the first week of life. 

Retinal vascular changes, resembling 
human retrolental fibroplasia, observed in 
newborn animals, offer striking confirmation 
that the immaturely vascularized eye ts pe- 
culiarly susceptible to relatively short periods 
of increased oxygen tensions. Laboratory 
experiments in which newborn kittens, mice, 
rats, and puppies were exposed to oxygen- 
enriched environments showed that the inci- 
dence and severity of the ocular changes 
were related to the concentration of oxygen. 

Concentrations of 60 to 70 percent given 
to animals under five days of age caused 
partial to complete obliteration of the retinal 
vessels; 40 to 50-percent oxygen caused ad- 
vanced vasoconstriction, whereas concentra- 
tions under 40 percent did not produce 
demonstrable vasoconstriction or oblitera- 
tion of retinal vessels, at least in the rat, at 
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any age. The effects in all cases appear to be 
greater the younger the animal, the suscepti- 
bility varying inversely with the degree of 
vascularization of the retina. 

Once vascularization is complete,” ex- 
posure of the animal to added oxygen was 
not accompanied by retinal vascular changes. 
This observation would seem to account for 
why retrolental fibroplasia is limited chiefly 
to the premature infant since the retinal 
vessels of human beings do not reach the ora 
serrata until the eighth month of gestation. 
In animals, as in premature infants, a trig- 
gerlike mechanism also appears to be in- 
volved, as retinal vascular changes could be 
produced following exposure for as short 
a period as three to four days. 

While the intimate mechanism involved in 
the production of retrolental fibroplasia re- 
mains to be elucidated, a problem which no 
doubt can be worked out in animals, evi- 
dence now available that oxygen is the pri- 
mary factor associated with  retrolental 
fibroplasia is sufficient to warrant the recom- 
mendation that its use be limited to those 
premature infants showing signs of pul- 
monary distress. Moreover, the evidence 
also seems ample to justify the expectation 
that the incidence of the disease im the 
future may well reach the vanishing point, 
particularly if careful pediatric studies can 


show that the disease is related to the de- 7 


gree of saturation of the blood with oxygen, 
rather than to the concentration of oxygen 
in the environment, so that its use in anoxic 
infants may well prove a safe procedure, 
V. Everett Kinsey. 
INTERNATIONAL COUNCIL 
AND FEDERATION 
MEETINGS 


Résumé of the minutes of the meetings 
of the International Council of Ophthalmol- 
ogy and the International Federation of Oph- 
thalmological Societies held at the XVII In- 
ternational Congress of Ophthalmology, 
Montreal, September, 1954, follows: 


INTERNATIONAL CoUNCIL OF OPHTHAL- 
MOLOGY 


Apart from current business, the follow- 
ing is a summary of the main decisions 
taken: 

|. International  standardizations. The 
main business of the meeting concerned the 
international standardization of visual re- 
quirements for transport workers. The re- 
ports of the committees dealing with the 
standardization of optotypes, the color sense, 
and the limits of spectacle correction recom- 
mended for transport workers were con- 
sidered and referred to the federation for 
confirmation. A scheme for the codification 
of the colors of labels of ophthalmic drugs 
was also agreed. These recommendations 
will be noted in the minutes of the federa- 
tion. 

Il. Ophthalmologic education. The coun- 
cil considered the report presented by Al- 
varo on behalf of the committee which had 
been studying the question of ophthal- 
mologic education. The report was thought 
to be of such importance that it was decided 
to submit it to the principal ophthalmic 
journals in the world for publication. 

/nternational Dictionary of O phthal. 
mic Terms. The committee Concerned re 
ported on the progress of the /nternational 
Dictionary of Ophthalmic Terms, and it is 
hoped that this dictionary, which contains 
such terms in six languages (German, Eng- 
lish, Spanish, French, Italian, and Latin) 
will appear in the near future. 

LV. Index Ophthalmologicus. The pub- 
lication of the new /ndex O phthalmologicus 
was considered and the council thanked Dr. 
A. C. Copper fgr his excellent work in its 
preparation. This new ZIJndex contains a 
résumé of the coungjl’s activities, a list of 
the names and addresses of ophthalmologists 
in most countries of the world, as well as 
particulars of the ophthalmic hospitals, 
societies for the blind, ophthalmologic so- 


” cieties, and ophthalmic journals. The /ndex 


can be obtained from Dr. A. C. Copper, 97 
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Nieuwstad, Zutphen, Holland, for the sum 
of $2.75 (£1 sterling), or its equivalent. 

V. Affiliation of new societies. The coun- 
cil approved the requests for afhliation of 
certain ophthalmologic societies ( Australia, 
Colombia, India, and Venezuela). 

VI. Recommendations were made to the 
federation with regard to the XVIII Inter- 
national Congress, and the next meeting of 
the council was fixed to take place in Paris, 


on May 7, 1955. 


INTERNATIONAL FEDERATION OF OPH THAL- 
MOLOGICAL SOCIETIES 


The main business was as follows: 

1. New statutes. The new statutes regu- 
lating the activities of the International 
Council, the International Federation, and 
International Congresses were studied, and, 
with minor amendments, were provisionally 
accepted until their final consideration in 
1958. According to these statutes, every 
endeavor is to be made to keep national 
delegates (and through them, their societies ) 
acquainted with the work of the Interna- 
tional Council. 

Il. Subscriptions. The subscription for 
member societies to the federation was re- 
tained without modification, that is, at the 


rate of one-half Swiss france per member. 


111. /nternational standardizations. The 
recommendations of the council on inter- 
national standardization in examining candi- 
dates for public transport were considered, 
as well as the council's recommendations on 
the labelling of ophthalmic drugs. The es- 
sential recommendations are shown in an 
appendix. 

IV. XVIII International Congress of 
Ophthalmology. \t was decided that the next 
congress should be held in September, 1958, 
in Brussels, with Prof. Léon Coppez as 
president ; this country was chosen as a com- 
pliment to the Belgians in view of the fact 
that this would be a centenary meeting, the 
first congress having been held in 1857, in 
Belgium. 

V. New International Council. The new 


elected as fol- 


International Council was 
lows: 

President of the council (and of the fed- 
eration), Duke-Elder (Great Britain) ; vice- 
president of the council (and of the federa- 
tion), Berens ( United States) ; secretary of 
the council (and of the federation), Hart- 
mann (France); treasurer of the council 
(and of the federation), Amsler ( Switzer- 
land ). 

President of the International Association 
for the Prevention of Blindness, Fran- 
ceschetti (Switzerland); president of the 
International Organization against Tra- 
choma, Bietti (Italy) ; president of the Pan- 
American Association of Ophthalmology, to 
be filled in 1956; retiring president of the 
congress, Samuels (United States); presi- 


dent of the next congress, Coppez ( Bel- 


gium ). 

Ordinary members: Alvaro (Brazil) ; 
Arruga (Spain) ; Charamis (Greece) ; Palo- 
mino Dena (Mexico); Duggan (India) ; 
Lyle (Great Britain); Marshall ( Canada) ; 
Paufique (Irance); . Thiel (Germany) ; 


Weve (Holland). 


APPENDIX 

1. Tables for the transcription of the 
acuity of vision from the decimal system. 
For some decimals the distance at the ex- 
amination has to be altered from six to five 
meters or from 20 to 15 feet. 


SNELLEN’S SIX-METER TABLES 


10 6/6 
0.8 5/6 
().7 6/9 
0.6 5/9 
0.5 6/12 
04 5/12 
0.3 6/18 
0.1 6/60 
20-POOT TABLES 
1.0 20/20 
20/25 
0.7 20/80 
0.6 15/25 
0.5 20/40 
0.4 20/50 
0.3 20/70 


0.1 20/200 


ES 
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RESOLUTION-ANGLE TABLES 


10 10 
0.9 
0.8 LJ 
14 
0.6 16 
0.5 20 
04 25 
0.3 
0.2 5.0 
0.1 10.0 


2. Color sense. The color sense will be 
tested by isochromatic tables. At present the 
Ishihara tables are recommended, Others 
which may be found to be equally good or 
better in the future will also be recom 
mended. 

3. Tonometry. The Schi@taz tonometer ts 
recommended conforming to the specifica- 
tions of the Committee on Standardization 
of Tonometry of the American Academy of 
Ophthalmology and Otolaryngology. 

4. Recommendations for the spectacles 
allowable for candidates for public trans 
port are as follows: 

Concave spherical lenses —7.0D. maximum 

Convex spherical lenses +4.0D. maximum 

Cylindrical lenses +4.0D. maximum 

Unshatterable lenses advisable 

Periscopic lenses advisable 

Tinted lenses advisable only in bright daylight 

Stability of the mounting of spectacles impor- 

tant 

The provision of a second pair of spectacles as 

replacements advisable 


Contact lenses acceptable if previously tolerated 
for three months 


5. Labelling of ophthalmic drugs. It is 
recommended that the labels of ophthalmic 
medications should be different colors de- 
pending on their nature, as follows: 

a. Red—drugs that in certain cireum- 
stances can be dangerous, for example, 
mydriatics. 

b. Orange—drugs to be used with cau- 
tion, for example, miotics, cortisone, priscol, 
adrenalin, antibiotics, fluoropropyl, ete. 

c. Green—drugs without danger, for ex- 
ample, silver preparations, zine sulfate, 
mild antiseptics, antistine privine, and so 
forth. 

d. Ked with green bands—anesthetics. 

Stewart Duke-Elder. 


NEW CALIBRATION SCALE FOR 
SCHIOTZ, GRADLE-SCHIOTZ 
AND McLEAN TONOMETERS 


The Committee on Standardization of 
Tonometers of the American Academy of 
Ophthalmology and Otolaryngology, at its 
meeting, September 20, 1954, officially ap» 
proved and adopted a new calibration scale 
for Schigtz, Gradle-Schigtz, and McLean 
tonometers. The new scale, referred to here- 
after as the 1954 scale, is based on exten 
sive measurements by Friedenwald and 
(rant. It yields intraocular-pressure 
mates in approximate agreement with the 
Schigtz scale of 1909, somewhat lower than 
the Schigtz scale of 1924 and the commit- 
tee'’s scale of 1948. The data on which the 
new scale is based are published im_ the 
Decennial Report of the Committee on 
Standardization of Tonometers ‘of the 
American Academy of Ophthalmology and 
Otolaryngology. The committee beleves 
that the new calibration scale is considerably 
more accurate than those previously m use. 

It is important to realize that the clinical 
significance of the TONOMETER SCALE READ 
INGS is in no way changed by this new and 
more correct estimate of what a given scale 
reading means in millimeters of mercury. 
kor example, the average scale reading on 
normal eyes with the standard Schigtz to- 
nometer is generally found to lie between 5.0 
and 6.0 scale units with the 5.5-gm. load. 
This ts still the average normal reading, but 
the new calibration scale mdicates that this 
average normal reading corresponds to 15 to 
18 mm, Hg, that is to values considerably 
lower than was previotisly thought. 

Similarly, a scale reading of 3.0 or less 
with the 5.5-gm. weight has previously been 
regarded as suspicious of glaucoma and this 
remains true. This concept has previously 
been expressed in terms of “the upper limit 
of normal.” More precisely it may be stated 
that scale readings of 3.0 or less with the 
5.5-gm. weight are rarely obtained in normal 
eyes. The new calibration seale translates 
this statement into: “Intraocular pressures 
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THe 1954 CALIBRATION SCALE FOR SCHIOTZ TONOMETERS 


Tonometer 
Reading 
5.5 
7 
0.0 39.8 58 
1.0 33.6 49 
2.0 28.4 42 
3.0 24.1 M4 
4.0 20.4 | 31 
5.0 17.3 27 
6.0 14.6 23 
7.0 12.4 | 20 
8.0 10.4 17 
9.0 8.7 | 14 
10.0 12 
11.0 6.1 | 10 
12.0 5.0 
13.0 7 
14.0 | | 6 
15.0 | | 5 
16.0 | 
17.0 | | 
18.0 | | 
19.0 | 
| 


higher than 25 mm. Hg on the new scale are 
rarely encountered in normal eyes.” 

The chart shown above, refers to the 
standard Schigtz instrument with concave 


plunger base. Charts for the Gradle- 


CORRESPONDENCE 
TEMPORAL ARTERITIS: AN ADDITION 


Editor, 


American Journal of Ophthalmology : 


In the October, 1954, issue of Tue Jour- 
NaL (page 495) I had an article on “Tem- 
poral arteritis.” Dr. Wilbur Rucker called 
to my attention a reference of which | was 
unaware. Namely, that in Volume | of the 
Archives of Surgery (London) of April, 
1890, on pages 323 to 329, in an article en- 
titled “Diseases of the arteries,” Jonathan 
Hutchinson gave an account of a special case 
of arteritis of the temporal arteries. 

(Signed) Frederick C. Cordes, 
San Francisco, California. 


Pressure 
(mm. Hg) 
Load 

(gm.) 

5 10.0 
4 81.7 126.8 
9 70.6 110.4 
9 61.3 96.7 
9 53.4 84.9 
8 46.5 74.8 
4 40.6 65.9 
5 35.4 58.0 
51.1 
26.8 44.8 
23.2 39.3 
5 20.0 34.3 
6 17.2 29.8 
49 14.7 25.8 
5 12.6 
10.7 19.1 
2 9.0 16.3 
7.5 13.8 
6.3 11.7 
5.2 9 8 
8.2 
6.8 


Schigtz and Mclean tonometers may be 
obtained from the respective manufacturers. 

The Committee on Standardization of 
Tonometers herewith officially recommends 
the adoption of the 1954 scale. 


(CHLORPROMAZINE 


American Journal of Ophthalmology : 

The recent enthusiastic article on the 
anti-emetic benefits of chlorpromazine 


(Thorazine) by Dr. Bernard Becker (Am. 
J. Ophth., 38:576 [Oct.] 1954) should be 
taken with several grains of caution. 
Chlorpromazine is probably a more 
dangerous drug than would be realized from 
Dr. Becker's article. The implied recom- 
mendation that chlorpromazine used 


routinely in intraocular surgery because of 


be 


its anti-emetic properties might well do more 
harm than good in the long run. An in- 
creasing number of cases of intrahepatic 
biliary obstruction from this drug are being 
reported, and one death with jaundice has 
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been recorded: recently in the English litera- 
ture. In a period of three months at one 
general hospital with which I am associated 
we have had three cases of intrahepatic bil- 
iary obstruction following the use of 
chlorpromazine. 

As with any new drug, its uncritical and 
indiscriminate use on a routine basis is to 
be condemned until all the facts have been 
determined and weighed, and as yet the late 
returns are not in. Undoubtedly many of the 
toxic reactions to chlorpromazine have either 
not been recognized or reported. The toxic 
reactions recorded in the literature represent 
only the small visible part of a dangerous 
therapeutic iceberg. 

Dr, Becker seems unduly concerned about 
the frequency of vomiting during and fol- 
lowing ocular surgery. In our experience 
at the Wills Eye Hospital vomiting occurs 
rarely. Several factors probably account for 
this. First, Demerol and barbiturates are 
used pre- and postoperatively rather than 
morphine; if morphine is used, it is given 
only after a test dose the night before sur- 
gery has been shown not to evoke vomiting. 
Secondly, unless there is a definite indication 
for general anesthesia, surgery under local 
is recommended; in those instances where 
general anesthesia is called for, pentothal 
rather than the inhalation agents is used 
in the majority of cases. And lastly, early 
attention to postoperative abdominal disten- 
tion effectively prevents vomiting. 

In his final paragraph Dr. Becker states: 
“The routine use of this agent (that is, 
chlorpromazine ) in the preparation and care 
of patients undergoing ocular surgery not 
only prevents vomiting, but results in cheer- 
ful, more relaxed patients and ophthalmic 
surgeons.’ | feel that the routine use of 
this drug in ocular surgery may give tem- 
porary joy and cheer to the patient and the 
surgeon but later difficulty to the patient's 
liver and the patient's internist. 

(Signed) Harold A. Hanno, 
Philadelphia, Pennsylvania. 


BOOK REVIEWS 
VOLUME VII* 


With this volume, the greatest work in 
ophthalmology, certainly in the English 
language, comes to an end. It consists of two 
parts: 

1. A summary in outline form of systemic 
ophthalmology which includes infective 
systemic diseases, noninfective systemic dis- 
eases, diseases of the central nervous system, 
and diseases of the skin, 

2. The general index for Volumes I 
through VII. 

The first part, from acrodynia to herpes 
zoster, from acromegaly to xanthoma dia 
betica, central abscess to Wilson's disease, 
and from alopecia to rosacea, is an outline 
of general conditions that may affect some 
part of the eye. References to the pertinent 
pages in the volumes are given. 

It is an extraordinary experience to read 
this part through and see how many general 
diseases disturb the eye and its adnexa. 
It drives home the fact, in no uncertain 
fashion, that ophthalmology is truly an in 
tegral part of general medicine. 

In his postscript, the author points out that 
it was his original intention to complete his 
colossal Textbook with a volume on opera 
tive surgery. On consideration of the large 
number of excellent works on ophthalmic 
surgery that have appeared in several lan- 
guages since the war, he decided not to do 
this. We are happy in some ways that he has 
spared himself this arduous task, although 
we are sure that he would have given us 
many fruitful examples of his wisdom and 
acute judgment. However, as he says, “The 
philosophy of ophthalmic surgery-——-when 
and what to do and when not to do—has al 
ready been dealt with in each particular see 


* Texrnook or Votume VII 
(Summary of Systemic Ophthalmology and 
General Index.) By Sir Stewart Duke-Elder, 
K.C.V.O., ete. St. Louis, The C. V. Mosby Com 
pany, 1954. 244 pages. Price : $7.50. 
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tion.”” And this philosophy is the important 
thing to us. 

This decision leaves ‘him free to turn to 
the urgent revision of his earlier volumes of 
several decades ago. If it can be said that 
this genius of universal ophthalmology ex- 
cels in the knowledge of any one facet of 
our great specialty, then it would be in 
the subject of the form and function of the 
visual apparatus. He has already started 
the work of revision, probably before the 
type was set on Votumes VI and VII, for 
such is his way of action. Those of us 
fortunate to have all seven volumes will 
siart all over again to collect the second 
edition of them with the same pleasure of 
anticipation and realization that we had at 
the beginning. 

| look at my copies of his seven volumes, 
elongated on a shelf within handy reach, 
They are not a textbook of ophthalmology. 
They are an entire ophthalmic library. My 
eyes bug out; | shout “what a man!” In 
spite of many evil things in my time, because 
of this | am glad that | am now. 

Derrick Vail. 


Tue Hesrew Mepicar Journar ( Harofé 
Haivri). Edited by Moses Einhorn, M.D., 
New York, New York, 1953, 208 pages. 
This journal, published semi-annually for 

the past 26 years and maintained by Ameri- 

can medical Hebrew scholars, is bilingual 
with the space about equally divided between 

English and Hebrew... Particularly interest- 

ing 1s the section devoted to historical medi- 

cine. The current issue tells of the itinerary 
of Rabbi Benjamin of Tudela who explored 
most of the territory that Marco Polo was 
to cover a century later. The itinerary first 
appeared in Hebrew print in 1543, and was 
then translated into Latin, French, Italian, 
and German. Rabbi Benjamin left Spain 
in 1160 and his wanderings, which reached 
to the confines of China, occupied 13 years. 
His travel book is characterized by remark- 


able accuracy in observation and an unusual 
critical sense. 
James E. Lebensohn. 


THe Use or Corricorropin, 
CORTISONE, AND HYDROCORTISONE IN 
ye Disease. By Dan M. Gordon, M.D., 
New York. Publication No. 162 of the 
American Lecture Series. Springfield, 
Illinois, Charles C Thomas, 1954. Price: 
$3.75. 

This small volume summarizes the au- 
thor’s experience in the treatment of ocular 
disease with corticotropin (ACTH), corti- 
sone (Compound EF), and hydrocortisone 
(Compound F). A wide variety of cond 
tions was treated, with failure in such dis- 
eases as optic atrophy, retinitis pigmentosa, 
diabetic retinopathy, and cataract. Topical 
cortisone and hydrocortisone were most ef- 
fective in treatment of external oculat in- 
flammations and in allergy. Intravenous 
corticotropin was found to be the most 
powerful of these hormones. Cortisone and 
ACTH in gel form (long acting) were 
found useful in ambulatory treatment. Of 
special interest is the favorable therapeutic 
results in uveitis and optic neuritis. 

The author shows an understandable en- 
thusiasm for the use of these new ‘miracle 
agents” but does not emphasize a warning 
about the indiscriminate use of these rem- 
edies for conditions in which they are not 
indicated. 

The book is well illustrated with “before 
and after” photographs, including some in 
color. In view of the important place of 
these hormones in the ophthalmre arma- 
mentarium this volume should be of interest 
to every practicing ophthalmologist. 


William A. Mann. 


L’ANNER THERAPEUTIQUE EN OPHTHAL- 
MoLocie: Votume IV. Edited by G. E. 
Jayle, M.D., and A. Dubois-Poulsen, 
M.D. Paris, L’Expansion Scientifique 
Francaise, 1953. Clothbound, 584 pages. 


4 
t 


BOOK REVIEWS 113 


Each annual issue of this unique publica 
tion has been more expansive than its prede- 
cessor. The current volume features a sym 
posium of 207 pages on ocular tuberculosis 
in. which 15 distinguished contributors par 
ticipate. Isoniazid is most effective im early 
cases. Its germicidal spectrum is limited to 
tuberculosis, leprosy, and some mycoses. 
Phiyctenular keratoconjunctivitis is more 
responsive to local cortisone therapy. Mis 
cellaneous topics follow that touch almost 
every phase of ophthalmology. America 1s 
represented by Conrad Berens and Reiner 
Deutsch on vaccinotherapy, and by Castro- 
viejo on beta-radiation. For high myopia, 
Deodati suggested prolonged administration 
of vasodilators to prevent or mitigate fun 
dus changes. Hartmann emphasizes again 
the psychosomatic factor: in glaucoma. 
Sourdille has abandoned the trephine in the 
surgery of chronic glaucoma in favor of 
iridencleisis but in the younger group he 
prefers the Lagrange operation § which, 
though somewhat more traumatic, gives a 
more cosmetic pupil, Thomas tests the 
resistance of the conjunctival vessels and 
holds that this harmless procedure reflects, 
more rehably than the cutaneous vessels, the 
status of the uveal and retinal vasculature. 
Other interesting articles deal with gomo 
scopy, tonography, tabetic optic atrophy, 
retinal detachment, and trachoma. 

James Lebensohn. 


ADVANCES IN OPHTHALMOLOGY: VOLUMES 
Il aND II]. Edited by B. Streiff. Basel, 
S. Karer, Volume IT, 1953: Volume ITI, 
1954. Price: 39.50 Swiss franes per 


volume. 

These volumes continue the subject of 
“Advances in ophthalmology” that was so 
well done in Volume I (1952). The col- 
laborators of Volume II are Bietti, Godt- 
fredsen, Grignolo, Hessberg, Monnier, and 
Rintelen. 

Volume II reviews the structure of the 


vitreous body ( Grignolo), electrophysiology 
of the eye in man ( Monmier), and presents 
a fine chapter on the normal and pathologic 
anatomy of the eye | Rintelen ). Godtfredsen 
deseribes the recent advances in our knowl- 
edge concerning the orbit, ocular adnexa, 
and skull. Hessberg writes on injuries of 
the eyes, industrial medicine, insurance and 
social medicine, and matters of the blind. 
hietti concludes with a review of trachoma 
during and after the war. 

Volume [11 begins with an original article 
by H. A. Feldman of Syracuse, New York, 
on the laboratory methods’ in current use 
for the study of toxoplasmosis. Bischler (in 
Vrench) discusses the retina; Briidener (in 
German) the eye and the vegetative nervous 
system; Maeder (in French) the pupil; and 
Dekking (in English) the subject of physi 
cal therapy in ophthalmology. 

» These review articles with complete bib- 
liographies are proving to be useful and 
deserve applause and encouragement. The 
mass of ophthalmic literature 1s getting too 
heavy and complex and such articles as these 
serve to keep it in line. 

Derrick Vaal. 


TextTaook or Pepiatrics, By Waldo Nelson, 


M.D. ( with the collaboration of 70 contrib 
utors). Philadelphia, W. B. Saunders 
Company, 1954, 6th edition. 1,581 pages, 
478 figures, Price : $15.00, 

The reason for a review of a textbook of 
pediatrics in THe JOURNAL is an excellent 
section on the eye written by John S. Me 
Gavic. In a short 20 pages Dr. MeGavie 
covers the child's eye from examination 
through refractive errors and strabismus to 
tumors and retrolental fibroplasia. As might 
be expected the latter condition receives a 
great deal of attention and it is to be hoped 
that enough pediatricians will read this sec 
tion so that in future editions this frightful 
iatrogenic disease will be only of historie 
interest. 
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As it should be, emphasis is placed on the 
early treatment of squint and the pediatri- 
cian is twice advised that children do not 
outgrow crossed eyes. It is interesting to 
note the inclusion of the Adie syndrome in 
the section on acquired diseases of the pupil. 
This is a rare enough phenomenon in adults 
and must certainly be a rara avis in children. 
One can only suspect that its inclusion rep- 
resents a personal interest on the part of 
the author. 

Since a great deal of material had to be 
covered in a short 20 pages this book has 
only limited interest for the ophthalmologist 
but it can be recommended unhesitatingly to 
our colleagues in pediatrics who are taking 
a greater and greater interest in the eye. 
Well-written résumés such as this are ring- 
ing the death knell for the older pediatrician 
whose investigation of the eyes was limited 
to counting them. 


David Shoch. 


BOOKS RECEIVED 
FOR REVIEW 
The following books have been recewed for 
review. Acknowledgement is made here because 
often there is a delay before a suitable review 
appears. 


Resources ror Teachers or wirn Sicurep 
Cuitoeen, By Georgie L. Abel. New York, 
American Foundation for the Blind, 1954. 
Paper-bound, 58 pages, bibliography. Price: 
$0.75 

Tue Pine Brook Report: NarionaL work 
SESSION ON THE FRUCATION OF THE BLIND WITH 
THE sicHTED. New York, American Foundation 
for the Blind, 1954. Paper-bound, 72 pages. 
Price: $0.90. 

BREHANDLUNG VON AUGENKRANKHFITEN: FUR DEN 
PRAKTISCHEN By Dr. Alfred Bangerter. 
Bern and Stuttgart, Medizinischer Verlag, 


1954. (Hans Huber, exclusive representative 
for the United States and Canada: International 
Medical Book Corporation, 381 Fourth Avenue, 
New York 16, New York.) 112 pages, illustra- 
tions and tables, index. Price ; $4.00. 

THe Ravuwoiria Story. Summit, New Jersey, 
Ciba, Pharmaceutical Products, 1954. Price: 
Free on request. 

PHARMACOLOGY IN Mepictne. By Drill New 
York, McGraw-Hill Book Company, Inc., 1954. 
Price: $19.50. 

LA SCLERMALACIE PeRPORANTE eT LES MALADIES 
gut sen Rarrrocneur. By Robert Gros. Lyon, 
Maurice Fabre, 1953. 112 pages, 5 figures, index 
Price: Not listed. 

KLINIK AUGENSYMPTOME BEI NERVENKRANK- 
Herren. By Prof. Dr. Werner Kyrieleis. Berlin 
W. 35, Walter De Gruyter & Co., 1954. 153 
pages, 35 illustrations, index. Price: DM 32.- 

or Activiries ror THE BLIND IN THE 
Unirep Staves AND CANADA. Compiled by Helga 
Lende. New York, American Foundation for the 
Blind, 1954. 133 pages. Price: $2.00. 

ABNORMAL Movements or tHe Face. By Dr. S. G. 
Little. University, Alabama, University of Ala- 
bama Press, 1954. Paper-bound, 70 pages, bib- 
hography. Price: $2.00. 

RONTGENDIAGNOSTIK bes ScHApets. By Prof. Dr. 
Willy Loepp and Prof. Reinhold Lorenz. Stutt- 
gart, Georg Thieme Verlag, 1954. 579 pages, 613 
illustrations, bibliography. Price: $23.10. 

Francis |. Proctor Foundation 
for Research in Ophthalmology. University of 
California. Volume 1, 1947-1954. 

Crim Orrnorric Procepure. By William Smith, 
O.D. St. Louis, The C. V. Mosby Company, 1954, 
2nd edition. Price: $10.00. 

Ciuntogue Aguruse PATHOLOGIQUE. 
By Florian Verrey. Neufchatel, Delachaux, and 
Niestlé, 1954. 269 pages, 202 figures including 27 
m color, bibliography, index. Price: 64 Swiss 
francs. 

ANATOMY oF THE Eye AND Onnir. By Eugene 
Wolff. New York, The Blakiston Company, 1954, 
4th edition. 491 pages, 406 illustrations imcluding 
52 in color, chapter bibliographies, index. Price: 
$15.00. 

PertipHeRaAL CIRCULATION IN MAN. Fdited by 
(. E. W. Wolstenholme and |. S. Freeman. Bos- 
ton, Little, Browne & Co., 1954. (A Ciba Founda- 
tion Symposium.) 219 pages, 72 illustrations, 
index. Price: $6.00. 
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Epirep Dr. F. Herpert 


Abstracts are classified under the divisions listed below. It must be remembered that any given paper 
may belong to several divisions of ophthalmology, although here it is mentioned only in one. Not all of 
the headings will necessarily be found in any one issue of the Journal. 


CLASSIFICATION 


. Anatomy, embryology, and comparative oph- 
thalmology 

. General pathology, bacteriology, immunology 

. Vegetative physiology, biochemistry, pharma- 

cology, toxicology 

Physiologic optics, refraction, color vision 

Diagnosis and therapy 

Ocular motility 

. Conjunctiva, cornea, sclera 

Uvea, sympathetic disease, aqueous 

. Glaucoma and ocular tension 


wh 


l 
ANATOMY, EMBRYOLOGY, AND COM. 
PARATIVE OPHTHALMOLOGY 

Francois, Rabaey, M., and Vander- 
meersche, G. The ultrastructure of ocular 
tissues studied with the electron micro- 
scope. Ophthalmologica 127 :74-85, Feb., 
1954. 

The authors have continued their sys 
tematic study of the ultrastructure of ocu- 
lar tissues and are now reporting upon the 
size characteristics of the scleral and 
corneal (stroma) fibrils. The latter fibrils 
are arranged in regular fashion, fairly 
densely packed and embedded in an amor 
phous mass which, probably, is the corneal 
mucoid. If the corneal stroma 1s made to 
swell by treatment with distilled water, 
the corneal fibrils retain their normal size 
but separate from one another. Bowman's 
membrane is devoid of any fibrillar struc- 
ture. (18 figures, 14 references) 

Peter C. Kronfeld. 


Perez Llorca, J. The embryology of the 
human eye. Arch. Soc. oftal. hispano-am. 
14 :985-1166, Sept., 1954. 

This is an exhaustive monograph on the 
embryology of the human eye, comprizing 
a review of the literature and the author's 


10. Crystalline lens 

11. Retina and vitreous 

12. Optic nerve and chiasm 

13. Neuro-ophthalmology 

14. Eyeball, orbit, sinuses 

15. Eyelids, lacrimal apparatus 

16. Tumors 

17. Injuries 

18. Systemic disease and parasites 
19. Congenital deformities, heredity 
20. Hygiene, sociology, education, and history 


own studies carried out in the laboratory 
of Prof. Orts Llorca in the School of Med 
icine in Cadiz. The concluding chapter 
deals with the pathogenesis of develop 
mental anomalies of the eyeball. (112 fig 
Ray K. Daily. 


ures, 206 references) 


Kohen, |., and Schrader, 5S, The muscu- 
lus orbicularis oculi of the rat, rabbit and 
guinea pig. Arch. f. Ophth. 155:213-226, 
1954. 

The authors studied the structure of the 
musculus orbicularis macroscopically as 
well as microscopically. They found the 
muscle fibers attached to the nasal and the 
temporal angle of the eye showing a lat 
tice-like arrangement. Contraction of the 
muscle flattens the arch-shaped lids and 
maintains their slit-like form. 

Ernst Schmerl. 


Sautter, H., Hager, H., and Seitz, R 
Experimental vital staining of the fundus 
oculi, Arch. f. Ophth. 155:115-166, 1954. 

The authors of this beautiful investiga 
tion studied the blood circulation in rab 
bits with the help of vital stains. For the 
most part they used trypan blue, Evans 
blue and naphthaline-green. Rabbits were 
injected under normal conditions and af 
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As it should be, emphasis is placed on the 
early treatment of squint and the pg OF 
cian is twice advised that children do not 
outgrow crossed eyes. It is interesting to 
note the inclusion of the Adie syndrome in 
the section on acquired diseases of the pupil. 
This is a rare enough phenomenon in adults 
and must certainly be a rara avis in children. 
One can only suspect that its inclusion rep- 
resents a personal interest on the part of 
the author. 

Since a great deal of material had to be 
covered in a short 20 pages this book has 
only limited interest for the bphthalmologist 
but it can be recommended uphesitatingly to 
our colleagues in pediatrics who are taking 
a greater and greater intefest in the eye. 
Well-written résumés such As this are ring- 
ing the death knell for the older pediatrician 
whose investigation of the eyes 
to counting them. 


David Shoch. 


BOOKS RECEIVED 
FOR REVIEW 
The following books have been recewed for 
review. Acknowledgement is made here because 
often there is a delay before a suitable review 
appears. 


Resources por Teachers or BLIND wirn SIcuTep 


By Georgie L. Abel. New York, 
American Foundation for the Blind, 1954. 
Paper-bound, 58 pages, bibliography. Price: 
$0.75. 

Tue Pine Brook Report: National work 


SESSION ON THE EDUCATION OF THE BLIND WITH 
THE sicuTep. New York, American Foundation 
for the Blind, 1954. Paper-bound, 72 pages. 
Price: $0.90 

BEHANDLUNG VON AUGENKRANKHEITEN: FUR DEN 
PRAKTISCHEN artzr. By Dr. Alfred Bangerter. 
Bern and. Stuttgart, Medizinischer Verlag, 


1954. (Hans Huber, exclusive representative 
for the United States and Canada: International 
Medical Book Corporation, 381 Fourth Avenue, 


New York 16, New York.) 112 pages, illustra- 
tions and tables, index. Price ; $4.00. 

THe Rauwotria Story. Summit, New Jersey, 
Ciba, Pharmaceutical Products, 194. Price: 
Free on request. 

PHARMACOLOGY IN Mepicine. By Drill. New 


York, McGraw-Hill Book Company, Inc., 1954. 
Price: $19.50. 

LA SCLERMALACIE PeRPORANTE FET LES MALADIES 
gut seN Rarrrocneut. By Robert Gros. Lyon, 
Maurice Fabre, 1953. 112 pages, 5 figures, index 
Price: Not listed. 

KLINIK DER AUGENSYMPTOME BEI NERVENKRANK- 
neiren. By Prof. Dr. Werner Kyrieleis. Berlin 
W. 35, Walter De Gruyter & Co. 1954. 153 
pages, 35 illustrations, index. Price: DM 32.- 

Directory or Activities For THE LLIND IN THE 
Unirep STAres AND CANADA. Compiled by Helga 
Lende. New York, American Foundation for the 
Blind, 1954. 133 pages. Price: $2.00. 

ABNORMAL Movements or tHe Face. By Dr. S. G. 
Little. University, Alabama, University of Ala- 
bama Press, 1954. Paper-bound, 70 pages, bib- 
hography. Price: $2.00 

RONTGENDIAGNOSTIK DES ScHApers. By Prof. Dr. 
Willy Loepp and Prof. Reinhold Larenz. Stutt- 
gart, Georg Thieme Verlag, 1954. 579 pages, 613 
illustrations, bibliography. Price: $23.10. 

Rerainis. Francis 1. Proctor Foundation 
for Research in Ophthalmology. University of 
California. Volume 1, 1947-1954. 

CiinicaL Procepure. By William Smith, 
O.D. St. Lotis, The C. V. Mosby Company, 1954, 
2nd edition. Price: $10.00. 

Ciuntgue t'Humeur Aguruse PATHOLOGIQUE. 
By Florian Verrey. Neufchatel, Delachaux, and 
Niestlé, 1954. 269 pages, 202 figures including 27 
im color, bibliography, index. Price: 64 Swiss 
frances. 

ANATOMY oF THE Eve AND Ornir. By Eugene 
Wolff. New York; The Blakiston Company, 1954, 
4th edition. 491 pages, 406 illustrations including 
52 in color, chapter bibliographies, index. Price: 
$15.00. 

CIRCULATION IN MAN. Fdited by 
(;. E. W. Wolstenholme and |. S. Freeman. Bos- 
ton, Little, Browne & Co., 1954. (A Ciba Founda- 
tion Symposium.) 219 pages, 72 illustrations, 


index. Price: $6.00. 
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Abstracts are classified under the divisions listed below. It must be remembered that any given paper 
may belong to several divisions of ophthalmology, although here it is mentioned only in one. Not all of 
the headings will necessarily be found in any one issue of the Journal. 


CLASSIFICATION 


. Anatomy, embryology, and comparative oph- 
thalmology 

. General pathology, bacteriology, immunology 

. Vegetative physiology, biochemistry, pharma- 

cology, toxicology 

. Physiologic optics, refraction, color vision 

Diagnosis and therapy 

Ocular motility 

. Conjunctiva, cornea, sclera 

Uvea, sympathetic disease, aqueous 

. Glaucoma and ocular tension 


Wh 


l 
ANATOMY, EMBRYOLOGY, AND COM- 
PARATIVE OPHTHALMOLOGY 


Francois, |., Rabaey, M., and Vander- 
meersche, G. The ultrastructure of ocular 
tissues studied with the electron micro- 
scope. Ophthalmologica 127 74-85, keb., 
1954. 

The authors have continued their sys 
tematic study of the ultrastructure of ocu- 
lar tissues and are now reporting upon the 
the 
corneal (stroma) fibrils. The latter fibrils 


size characteristics of scleral and 
are arranged in regular fashion, fairly 
densely packed and embedded in an amor- 
phous mass which, probably, is the corneal 
mucoid, If the corneal stroma ts made to 
swell by treatment with distilled water, 
the corneal fibrils retain their normal size 
but separate from one another. Bowman's 
membrane is devoid of any fibrillar struc- 
ture. (18 figures, 14 references) 
Peter C. Kronfeld. 


Perez Llorca, J]. The embryology of the 
human eye. Arch. Soc. oftal. hispano-am. 
14 985-1166, Sept., 1954. 

This is an exhaustive monograph on the 
embryology of the human eye, comprizing 
a review of the literature and the author's 


10. Crystalline lens 

11. Retina and vitreous 

12. Optic nerve and chiasm 

13. Neuro-ophthalmology 

14. Eyeball, orbit, sinuses 

15. Eyelids, lacrimal apparatus 
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own studies carried out in the laboratory 
of Prof. Orts Llorca in the School of Med- 
icine in Cadiz. The concluding chapter 
deals with the pathogenesis of develop- 
mental anomalies of the eyeball. (112 fig 
ures, 206 references) Ray K. Daily. 

Kohen, |., and Schrader, 5. The muscu- 
lus orbicularis oculi of the rat, rabbit and 
guinea pig. Arch. f. Ophth. 155:213-226, 
1954. 

The authors studied the structure of the 
musculus orbicularis macroscopically as 
well as microscopically. They found the 
muscle fibers attached to the nasal and the 
temporal angle of the eye showing a lat- 
tice-like arrangement. Contraction of the 
muscle flattens the arch-shaped lids and 
maintains their slit-like form. 

Ernst Schmerl. 


Sautter, H., Hager, H., and Seitz, R. 
Experimental vital staining of the fundus 
oculi,. Arch. f. Ophth. 155-115-166, 1954. 

The authors of this beautiful investiga 
tion studied the blood circulation in rab 
bits with the help of vital stains. For the 
most part they used trypan blue, Evans 
blue and naphthaline-green. Rabbits were 


injected under normal conditions and af- 


115 
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ter administration of sympathicolytic 
pharmaca (Hydergin-Sandoz and Pendio- 
mid-Ciba). The use of the drugs inten- 
sified the staining of the bloodvessels and 
the retina. The area.of the lamina cribrosa 
of the living animal seems to be supplied 
by branches of the central artery. In dead 
animals the staining of this region seems 
to take place via the ciliary vessels. Histo- 
logic studies especially demonstrating the 
existence of a lamina cribrosa in rabbits 
are not presented. (33 figures, 63 refer- 
ences) Ernst Schmerl. 


Tostevin, A. L. The human eye, modern 
theory of its evolution and limitations. Tr. 
Ophth, Soc. Australia 13:8-18, 1953. 

The presidential address was delivered 
at the Adelaide Congress, It traces in pop- 
ular style the development of eye struc 
ture and function through the main stages 
of evolution. Ronald Lowe. 


Vila-Coro, Antonio, The anatomy of the 
oblique muscles. Arch. Soc. oftal. hispano- 
am. 14:613-030, June, 1954. 

The author describes the anatomy of the 
oblique muscles as he found it in dissec- 
tions on fresh and old cadavers, He points 
out that the anatomic data differ in fresh 
cadavers, cadavers preserved in formalin 
for a long time, and in the living. He urges 
that those interested in the subject make 
studies on these three different materials. 
Kyes about to be enucleated can be uti- 
lized for studies on the living. The author's 
data agree essentially with those of Fink. 
The region of the insertion of the obliques 
is a dangerous surgical area of the eyeball, 
because it contains important vessels, the 
ciliary nerves, and the macula, (11 figures) 


Ray K. Daily. 
2 


GENERAL PATHOLOGY, BACTERIOLOGY, 


IMMUNOLOGY 


Boros, B., Nervetti, M.. and Sztrilich, 
L. Problems of staining the inclusion 


bodies in trachoma. Criticism of Poleff’s 
stain. Szemészet 3:97-101, 1954. 

When stained with Poleff’s method, the 
true inclusion bodies of trachoma display 
no metachromasia; they stain blue. The 
granules displaying metachromasia often 
belong to mast cells which not rarely are 
hardly distinguishable from epithelial 
cells. Differential staining methods, in- 
cluding the control of pH, are necessary 
for the reliable recognition of the inclu- 
sions. Poleff’s stain demands great care, 
and, in comparison with Giemsa’s stain, 
has no practical advantage. It may give 
rise to erroneous diagnosis. 

Gyula Lugossy. 


Busse Grawitz, P. Physiology of kerati- 
tis. Arch. f. Ophth. 155 :238-254, 1954. 

For many years the author has studied 
the problem of inflammation. Under a 
variety of experimental conditions he pro 
duced keratitis in rabbits, He came to con- 
clusions on the problem of inflammation 
which differ from other authors’ views 
when he stated that keratitis follows the 
same laws as the inflammation of the 
subcutaneous connective tissue. Damage 
to the tissue forms the irritant which 
starts an alarm-reaction. This reaction 
causes the tissue to take up specific food 
stuffs and to form an ‘Abbaufaktor” (a 
substance formed from the breakdown of 
the inflamed tissue). Increased amounts 
of plasma filter through the bloodvessels 
and the “Abbaufaktor” transforms the 
hitherto resting tissue into a reactive in- 
flammatory substance. This theory is said 
to explain all the findings in the corneal 
tissue in situ, in vitro and in implanta- 
tions. It is also said to explain the lack 
of inflammatory reactions in anesthetized 
eyes and in implanted and cauterized 
corneas, (49 references) Ernst Schmer!l. 


Galli, L. Hemagglutination test of tu- 
berculosis in ophthalmology. Szemészet 2: 
55-65, 1954. 
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Middlebrook-Dubos’ hemagglutination 
test was carried out 442 times on 393 
patients. Since positive results of fluoros- 
copy of the lungs are rare in ophthal- 
mologic tuberculosis, high agglutination 
titers are likewise infrequent. The obser- 
vation of extensive material does, however, 
undoubtedly show that the hemagglutina- 
tion test is in the dilutions of 1:4, 1:8, or 
1:16, present in the majority of cases of 
ocular tuberculosis, probably because of 
some activity of the lung focus considered 
inactive. The evaluation of the test in eye 
diseases thought to be tuberculous is dif- 
ferent from that in pulmonary tuberculo- 
sis. The agglutination test lends itself to 
the finding of tuberculous eye diseases 
when the clinical symptoms are atypical. 
The test permits the conclusion that post 
traumatic or postoperative non-purulent 
iridocyclitis is sometimes of tuberculous 
origin. The similarity of the agglutination 
values obtained with keratoconjunctivitis 
rosacea and phlyctenulosa speaks in favor 
of the tuberculous origin of both diseases. 
No parallelism has been found between 
hemagglutination titer and sedimentation 
rate or tuberculin sensitivity of the skin. 
When the immunologic conditions are bad 
the test may yield a negative result in a 
dilution of 1:4. Gyula Lugossy. 


Gerloff, W. Meteorologic influences on 
ocular diseases. Klin. Monastbl. f. Augenh. 
125 :61-71, 1954. 

This analysis is based on 64 attacks of 
acute glaucoma which occurred 
1950. If the attacks which were precipi- 
tated by a known factor (death of a rela- 
tive, or a quarrel, for example) are ex- 
cluded there is a peak of incidence be- 
tween September and January and again 
in July. One case of expulsive hemorrhage 
occurred while a cyclone was approaching. 
Also in cases of chronic glaucoma there 
was a correlation between the variations 
in the intraocular pressure and the 


since 


changes in the weather. (4 charts, 40 
references) C. Blodi., 

Grom, E., and Erasmo Rodriguez, R. 
The non-specificity of some ocular symp- 
toms, and Selye’s adaptation syndrome in 
ophthalmology. Arch. Soc. oftal. hispano- 
am. 14:555-589, May, 1954. 

The authors review the literature on 
the adaptation syndrome in general, and. 
on its manifestations in the eye. There are 
various ocular and diseases 


WwW hich do 


these sym;ioms may. be designated as 


symptoms 
not have distinet etiologies; 
non specific symptoms, and the diseases 
as diseases of adaptation, The principal 
nonspecific ocular symptoms are edema, 
hyperemia, infiltration and exudates, hy 
pertension, the vascular retinal symptoms, 
pupillary disturbances, and subjective dis 
turbances. Ocular symptoms related to the 
adaptation syndrome are transitory opac 
ities of the lens during stress and trau- 
ma, and pupillary reactions in shock. The 
authors report on interesting case of a 
prisoner in a concentration camp, whom 
the Germans exposed naked to severe 
winter cold; as a result, he had frozen ex- 
tremities and opacities of the lenses, which 
cleared up in the course of two weeks 
after the patient was saved and was re- 
covering on a farm. Ocular diseases of 
adaptation to stress are the collagenous 
diseases, diabetic retinopathy associated 
kith Kimmelsteil 
rolental fibroplasia. Local agents of stress 


Wilson disease and ret 


may give rise to local lesions of adaptation ; 
among these are types of hypertrophic 
conjunctivitis, pterygium, fibrinous organ 

ization of the vitreous, and sympathetic 
ophthalmia. The authors’ experience with 
corticotropic therapy comprises 200 cases, 
179 inflammatory and 21 non-inflamma 

tory. Among the inflammatory cases, they 
had satisfactory results in 87 percent, no 
effect in 10 percent, and a deleterious effect 
in 2.4 percent ; the unfavorably responding 
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cases comprise one case of tuberculous 
exudative iritis, one of herpetic keratitis, 
and two of ulcers of the cornea. In the 21 
non-inflammatory lesions there was a fa- 
vorable effect in one case of corneal nebula. 
In one case the symptoms were aggra- 
vated, and in the others there was no 
effect. The broad indications of cortico- 
tropic hormones is in conditions in which 
the visual disturbances are due to an in- 
flammatory process. They are contrain- 
dicated in cases in which the causative 
agent is so powerful that it is more im- 
portant not to reduce the defensive mech- 
anism of the organ than to arrest the in- 
flammatory process. (56 references) 


Ray K. Daily. 


3 
VEGETATIVE PHYSIOLOGY, BIOCHEM. 
ISTRY, PHARMACOLOGY, TOXICOLOGY 

Aguillar Bartolome, D. Jose M. Chloro- 
mycetin and terramycin in ophthalmology. 
Arch, Soc. oftal. hispano-am, 14 :697-731, 
June, 1954. 

The objective of this investigation was 
to determine the effect of these drugs in- 
dividually and in combination, The litera- 
ture on the chemistry, pharmacology, 
therapeutic application of these drugs, 
and its results is reviewed. The author's 
personal experience confirmed the findings 
of former investigators. A summary of the 
author's data and those in the literature 
suggests that the action of terramycin 
and choramphenicol is similar; terramycin 
is perhaps more effective. The combina- 
tion of the two drugs is no more effective 
than the use of each drug separately. (i7 
tables, 43 references) Ray K. Daily. 


Alagna, G. Experimental investigations 
of the corneal mucoids. Ist note: their be- 
havior with respect to age. Arch. di ottal. 
58 :259, May-June, 1954. 


Histochemical tests (Hotchkiss reaction 


and metachromatic stain of toluidin blue) 


failed to demonstrate a difference in the 
concentration or distribution of hyalu- 
rono-sulfuric acid in young and old ani- 
mals. John J. Stern. 


Ashton, N., and Cook, C. Direct obser- 
vation of the effect of oxygen on develop- 
ing vessels. Preliminary report. Brit. J. 
Ophth. 38 :433-440, July, 1954. 

That high concentrations of oxygen 
exert a constrictor action on growing ret- 
inal vessels is known and the authors 
describe direct observation of this reaction 
by means of a limbal window technique. 
The work was done on growing retinal 
vessels and on adult vessels in the retina 
and in the cornea. 

In the first series of studies alloxan was 
injected into the veins of the rabbit to 
induce vascularization in the periphery of 
the corneas. The animals were then placed 
in chambers maintained at 70-80 percent 
oxygen; there was no appreciable differ- 
ence between the injected animals in oxy- 
gen and those controls not in oxygen; 
therefore it was concluded that oxygen 
had no vaso-obliterative effect on growing 
vessels in the rabbit cornea. Similar 
studies were made on the marginal ves- 
sels in the rabbit ear and again it was 
determined that oxygen had no effect on 
these vessels. 

To observe the effect of oxygen on the 
retinal vessels of the living animal, the 
entire anterior pole of the kitten eye, leav- 
ing only the posterior lens capsule as the 
forward membrane, was replaced by a 
limbal glass window. While the animal 
was still anesthetized it was placed in an 
oxygen chamber in such a position that 
the retinal vessels could be watched micro- 
scopically while oxygen was being ad- 
ministered or withheld. The apparatus 
was such that the smallest vessel could 
be photographed as well as watched. 
Twenty-two kittens and one adult cat 
were used. The adult cat maintained in 


| 
| 
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‘0-percent oxygen for one and a half hours 
showed no changes in the retinal vessels. 
In all the kitten retinas the capillaries 
closed completely and the main vessels 
were severely constricted after three to five 
minutes exposure to 80 percent oxygen. 
After 6 to 7 hours the arterial circulation 
seemed to disappear entirely. On return 
to air, the circulation began to re-open 
within five minutes in the order of veins, 
arteries and capillaries, reaching a maxi 
mum in about 30 minutes although the 
circulation was not as complete as before 
the experiment was begun, indicating that 
the process is not completely reversible. 
On return to oxygen there was a complete 
closure in seven minutes followed by a 
reopening of the vessels on return to air 
after five minutes. These episodes of vaso- 
obliteration were not affected by amyl 
nitrite, 5 percent carbon dioxide, or small 
rises in temperature in the chamber. Simi- 
lar experiments on embryo chicks resulted 
in inconclusive data and will be repeated 
later. (% figures, 4 references) 
Morris Kaplan. 


Ashton, N., Ward, B., and Serpell, G. 
Effect of oxygen on developing retinal 
vessels with particular reference to the 
problems of retrolental fibroplasia. Brit. 
J. Ophth. 38 :397-432, July, 1954. 

In the preliminary study of the 32 ex- 
periments here reported 121 kittens and 
41 mother cats were used. Seven new- 
born rabbits and 91 ratlings with their 
mothers were also used in the investiga 
tion. When the animals were killed one 
eye was studied with India ink injection of 
the vessels and the other without. The 
entire retina was mounted for study. It 
was found that high concentrations of 
oxygen at atmospheric pressure are able 
to induce in the growing retinal vessel of 
the kitten a type of 
which progresses to complete obliteration 
of the vessels. This newly-described phe- 
nomenon is apparently confined to the de- 


vasoconstriction 


veloping retina. The severity of vaso- 
obliteration ts inversely proportional to 
the maturity of the vessels, and oblitera- 
tion cannot be produced once the retinal 
vasculature is fully mature. On transfer 
to air the obliterated vessels only partially 
re-open, producing hemorrhages and a 
grossly abnormal vascular pattern. This 
partially re-opened network is inadequate 
to nourish the retina, and profuse vaso 
Several factors 
this 


proliferation develops. 
which might 
events were studied, notably hyperoxia, 
hypoxia, and carbon dioxide. (30 figures, 


| table, 52 references) Morris Kaplan. 


influence course of 


Britran, D., and Silva, J. The use of 
dimecain in ophthalmology. Arch. chil. de 
oftal. 11 :28-34, Jan.-June, 1954. 

The authors give a brief summary of 
the general and pharmacological charac 
teristics of this drug. No intoxications 
have been produced by the use of dime 
caine. The speed of anesthesia is similar 
for 5 percent cocaine solution and | per 
cent dimecaine. Dimecaine does not pro 
duce mydriasis. Cocaine produces con 
junctival congestion in 93 percent of 
cases, compared to 22 percent of the cases 
in which dimecaine has been used. The 
corneal epithelium is affected by dime 
caine in 24 percent of the cases and by 
cocaine in 40 percent, By infiltration the 
speed of action and intensity of anesthesia 
are sensibly the same as in anesthesia with 
novocaine. The solutions used are 0.5 to 
20 percent. (5 tables, 9 references) 


Walter Mayer. 


Cascio, G., and Caselli, F. Effect of 
vitamin T on corneal wounds. Boll. docul. 
33 403-474, Aug., 1954. 

In 1945. W. Goetsch of Graz first de 
scribed a vitamin complex called T which 
he originally extracted from termites and 
later from cultures of Torula. Weygand 
of Heidelberg isolated from this group of 
vitamins folic and folinic acid, vitamin 
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desoxyribonucleinic acid, desoxyribe- 
sid, and two lactobacillus factors, Helveti- 
cus and Bulgaricus. Soon various writers 
described beneficial effects of the T group 
on wound healing. The authors sterilized 
rabbits’ eyes by instilling penicillin oint- 
ment for five consecutive days, produced 
5-mm. trephine wounds on both corneas 
of ten rabbits. At intervals of three hours 
they instilled into the right eyes a solu- 
tion of vitamin T, prepared by dissolving 
one gram of pulverized Torula extract in 
20 ce. of distilled water. The left eyes 
served as controls. Slitlamp examination 
under methylene blue staining were re- 
peated every six hours and showed that 
the average healing period was 78 hours 
for the vitamin T corneas and 96 hours 
for the control corneas. Earliest and lat- 
est healing period for the treated corneas: 
66 and 90 hours; for the control corneas: 
84 and 114 hours. 

Another group of 20 animals was ob- 
served after keratome incisions were made 
in each cornea, Vitamin T was then in- 
stilled into the right eyes and the left 
eyes served as controls, Eight photomicro- 
graphs, obtained 4, 8, 12 and 16 days after 
the injury, prove earlier and more regular 
regeneration of the injured tissue on the 
side treated with vitamin T, The fermen- 
tative-biocatalytic action of the vitamin T 
is discussed, (8 figures, 20 references) 

K. W. Ascher. 


Delong, V., and Dolenek, A. The ap- 
pearance of crystals in the cornea. Oph- 
thalmologica 127 :142-146, March, 1954. 

In histologic sections of two corneas 
affected with Groenouw’s dystrophy the 
authors found clusters of crystals which 
gave a positive histochemical reaction for 
polysaccharides, The shape of the crystals 
and their staining characteristics sug- 
gested that they were artifacts in the 
sense that they had formed after’the sur- 
gical removal of the cornea, out of locally 
available mucopolysaccharides of the hy- 


aluronic acid or chondroitin-sulphuric acid 
group. The authors were able to produce 
similar crystals with similar staining char- 
acteristics in vitro. (2 figures, 3 refer- 
ences) Peter C. Kronfeld. 

D’'Ermo, F. Antihistaminics and the 
eye. Part VII. Action of synthetic anti- 
histaminics on the isolated iris muscle. 
Boll. d’ocul, 33 :449-462, Aug., 1954. 

The sphincter and dilator of the iris of 
oxen, horses and rabbits were exposed to 
the in vitro action of antergan, neoanter- 
gan, antistine, benadryl, thephorine, far- 
gan, trimeton, synopene, pyribenzamine, 
neohetramine and antadryl. The results 
are reported in 29 graphs which show that 
most of these drugs can counteract the 
spasm induced by previous histamine ap- 
plication to the sphincter. Antergan, neo- 
antergan, pyribenzamine and some others 
cause further contraction after initial re- 
laxation of the histaminic spasm. The 
drugs examined did not influence the iso- 
lated iris dilator. (29 figures, 8 references) 


K. W. Ascher. 


Fernandez Solsona, F. Metantelin bro- 
mide as a mydriatic. Arch. Soc. oftal. his 
pano-am, 13 :1493-1496, Dec., 1953. 

The pharmacology of this drug is re- 
viewed, and its action on the eye de- 
scribed. The author used it in a three- to 
five-percent solution on 20 patients. My- 
driasis sets in 20 minutes after its instilla- 
tion into the conjunctival sac and reaches 
the maximum within an hour. The mydria- 
sis and paralysis of accommodation are 
superior to that produced by homatropine ; 
they disappear within 24 hours, and can 
be promptly abolished by a miotic. Of ten 
patients, who were allergic to atropine 
and its derivatives, nine were found 
equally sensitive to this drug. The author 
believes that this drug is a good substitute 
for atropine which is objectionable be- 
cause of the long duration of its effect. 
(1 figure, 12 references) Ray K. Daily. 
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Gandolhi, A. The possibility of eliminat- 
ing the anti-epithelializing action of corti- 
sone by combining it with chlorophyll. 
Ann. di ottal. clin. ocul, 80:233-228, May, 
1954. 

The corneal epithelium was removed 
from the eyes of 18 rabbits. The first 
group of six was treated with a cortisone 
omtment, the second with cortisone and 
chlorophyll, and the third group served as 
control, Cortisone delayed the repair in 
a marked degree while the speed of repair 
in animals receiving cortisone plus chloro- 
phyll showed no statistically significant 
difference from the controls. (1 figure, 15 
references) J. J. Stern. 

Gemolotto, Guglielmo. Electrophoretic 
experiments on the lens of rabbits with 
experimental retinal degeneration due to 
sodium monoiodo-acetate. Ann. di ottal. e 
clin. ocul, 80:245-249, May, 1954. 

electrophoretic investigations of lenses 
of rabbits with experimental retinal de- 
generation due to sodium monoiodo-ace- 
tate showed a variation of protem con- 
tents similar to that observed in expert 
mental sodium todate degeneration. This 
confirms the hypothesis that the protein 
changes in the lens are caused by the 
retinal degenerative process. (1 figure, 10 
references) J. J. Stern. 

Leoz de la Fuente, Gustavo. The pres- 
ent state of our knowledge on conduction 
of nervous stimuli. Arch. Soc. oftal. his 
pano-am, 14:198-216, Feb., 1954. 

The literature is reviewed. (8 figures) 


Ray K. Daily. 


Lepri, G., and Montanare, L. The effect 
of ACTH upon the corticosteroid content 
of the primary and secondary aqueous. 
Ophthalmologica 127 :110-113, Feb., 1954. 

The total corticosteroid content of the 
primary and secondary aqueous of rabbits 
was determined after single and repeated 


intramuscular injections of ACTH, Possi- 
bly significant rises in the steroid content 
of the secondary aqueous were found in 
the animals that had received repeated 
doses of ACTH (see Leopold and May- 
lath. Am. J. of Ophth, 35932, 1952). (1 
table, 3 references) Peter C. Kronfeld. 

Lieb, Wolfgang. Experiments concern- 
ing the pharmacological influence on the 
terminal vessels. Klin. Monatsbl. f. 
Augenh. 125 :279-299, 1954. 

The vessels in the skin of the wing of a 
bat were observed and photographically 
recorded. The influence of several auto 
nomic drugs was observed. Similar photo- 
micrographic observations were made on 
the aqueous veins and epibulbar vessels 
With the 


constricted few 


of rabbits’ eyes. adrenaline 


arterioles were after a 
seconds. Later on, serum and cells seeped 
out of the vessels. Parasympathetic stim 
mild 


ulating drugs showed an initial, 


vasoconstriction followed by a longer 
lasting vasodilatation. This vasodilatation 
was marked after DFP and only slight 
after pilocarpine. (8 figures, 4 curves, 102 


references) krederick Blodi, 


Magistretti, A. Effects of cortisone on 
experimental ocular tuberculosis of the 
rabbit. Boll. d’ocul. 33:179-185, March, 
1954. 

Three groups of rabbits were inoculated 
into the anterior chamber with Koch ba 
cilli and were given various doses of corti 
sone intramuscularly. With mild cortisone 
treatment the experimental tuberculosis 
of the rabbit eye showed more progression 
than in the control group, while in animals 
with abundant administration 
little difference was the 
treated and the control groups. Summariz 
ing table. (9 references) K. W. Ascher. 


cortisone 


seen between 


Meyetratken, Experiments on the 
damage to the cornea with alcohol. Klin. 
Monatsbl. f. Augenh. 125:21-30, 1954. 
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These experiments were suggested by 
the observation of a patient who had got 
a shaving solution into both eyes. A severe 
keratitis followed which healed with the 
formation of fine scars. The solution was 
found to contain 50 percent ethyl alcohol. 

Seven drops of each of the following 
10, 25, 


were dropped into 


concentrations of alcohol solution 
40, 50 and 80 percent 
four rabbits’ eyes per solution, The eyes 
were examined histologically after five 
hours, 28 hours, six days, and after heal- 
ing. The two lower concentrations did not 
produce any permanent opacities. The 
histologic picture of the cornea after the 
application of the more concentrated solu 
tions showed an inflammation of the en 
tire stroma which led to scar formation. 
(8 figures, 7 references) 
Frederick ©. Blodi. 


Mizuno, K. Pathochemical study of 
melanin formation. Acta Soc. Ophth. 
Japan 58:1130-1135, Sept., 1954. 

The melanin was artificially synthesized 
from melanochrome of apples and protein 
either of normal crystalline lenses of cattle 
or of ovo-albumin, by an addition of such 
heavy metal ions as Cu, Zn, Fe, and Hg. 
The artificial melanin synthesized with 
lens-protein and with ovo-albumin had the 
same ionogram as natural melanin ex 
tracted from black cataract and from the 
uvea of man respectively when Cu-ion was 
used in the synthesis. Mizuno considers, 
therefore, that the melanin of black cata- 
ract is a product which results from de- 
generative lens protein and uveal melano- 
chrome in the presence of Cu-ion. In the 
next experiment he demonstrated that the 
artificial synthesis of melanin was im- 
peded by an addition of H,S, KCN or as- 
corbie acid, Thus he considers that the 
administration of ascorbic acid in a large 
dosage may be beneficial in the treatment 
of diseases accompanied by an unfavour- 
able melanin pigmentation. (3 figures, | 
table, 4references.) Yukihiko Mitsui. 


Mandel, and Izrae- 
lewicz, D. Enzymatic character of respira- 
tion of the lens. A.M.A. Arch. Ophth. 52: 
42-45, July, 1954. 

The authors contend that “the consump- 
tion of oxygen by the boiled lens is of an 


Nordmann, J., 


auto-oxidative nature and depends on the 
denaturation of proteins. It cannot be 
compared with respiration in the fresh 
which distin 
guished by the consumption of glucose 
and the production of lactic acid.” This 


lens, has characteristics 


contention questions the validity of pre 
vious work by Christiansen and Lein- 
felder who stated that the respiration of 
the lens is a nonefizymatic process. Chris- 
tiansen and Leinfelder based their princi- 
pal argument on the maintenance of a 
normal oxygen consumption in spite of 
boiling the lens. (2 charts, 2 tables) 
G. S. Tyner. 


Rapisarda, D. Ocular action of the gan- 
glioplegic drug pendiomid, Boll. d'ocul. 
33 :321-346, June, 1954. 

In 1951 Pau used pendiomid to bring 
about reduction of intraocular pressure in 
glaucomatous eyes proportional to the 
reduction of the general blood pressure. 
Between 40 and 100 mg. administered in 
travenously reduced the retinal arterial 
pressure trespective of the position of the 
subject. Similar observations were pub 
lished by Simonelli and Rizzini in 1952. In 
the same year, Couadan and Campan found 
marked reduction of intraocular pressure 
after administration of a different ganglio- 
plegic drug, “4420 R. P.” 

Rapisardo studied 20 normal persons 
and 15 patients with various types of glau- 
coma as to eye pressure, size of pupil, 
general arterial pressure, pulse rate, ret- 
inal arterial pressure, visual acuity, visual. 
field and accommodation before and after 
administration of between 5 and 100 mg. 
of pendiomid by intravenous, intramuscu- 
lar, subcutaneous, retrobulbar or subcon- 
junctival administration or by instillation 
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into the conjunctival sac (2 tables). 

Instillation into the conjunctival sac 
had no effect whatsoever. Subconjunctt- 
val, retrobulbar and intravenous adminis 
tration produced mydriasis and reduced 
the intraocular pressure in the majority 
of glaucomatous eyes, mainly in acute 
glaucoma. Intramuscular application in- 
duced miosis or left the pupil unchanged. 
The eye pressure decrease in glaucoma 
tous eyes was maximally 30 to 40 mm. 
and was enhanced by local use of miotics. 
Some eyes, however, showed no pressure 
decrease or even slight increase after m 
tramuscular, intravenous, subconjunctival 
or retrobulbar injection. The pressure of 
normal eyes showed a drop of maximally 
4 mm., a slight increase, or remained un 
changed. Retrobulbar injection was fol- 
lowed by a fall of retinal arterial pressure. 
Visual acuity, visaal field, and accommo 
dation were not influenced. 

The author concludes that pendiomid ts 
indicated in acute glaucoma, tn_ retinal 
arterial hypertension, and in painful tn 
flammatory affections of the anterior eye 
segment. (2 tables, 44 references) 


K. W. Ascher. 


Kio Cabanas, J. L., and Cadenas Ugi- 
dos, ©. Studies of aqueous and laminated 
veins in eyes with normal ocular tension. 
Arch. Soc. oftal. hispano-am, 14 :489-509, 
May, 1954. 

The literature on aqueous veins 1s re- 
viewed, and the authors’ own investiga- 
tions are reported in detail. The authors 
found aqueous or laminated veins in 69.5 
percent of 50 normal eyes. Aqueous veins 
were not found in three children under ten 
years of age. Using Lohlein’s technique 
to determine the pressure in the aqueous 
veins they arrived at a somewhat higher 
figure than that reported by Goldman and 
Lohlein. The authors also repeated on 
human eyes, the experiments for which 
Wegner and Intkofer used rabbits to de 
termine the effect of external pressure on 


the eyeball on the content of the aqueous 
veins. The data on the effect of various 
pressures are reported in detail. When 
the pressure on the eyeball was discon- 
tinued, the vessels filled with blood, in 
dicating that the venous circulation pre 
dominates over the aqueous in the back 
flow following decompression of the eye: 
ball. Some vessels of but little stability 
reacted rapidly to minimal stimult, such as 
blinking or the light from the slitlamp; 
other vessels have much greater stability 
and their content changed only under the 
eflect of external pressure or drugs. Both 
types of vessels were found in the same 
eye. The authors also investigated the 
reaction of the aqueous veins to the instil 
lation of various drugs. Five minutes after 
the instillation of one-percent adrenalin 
the the 
aqueous veins almost disappear, and the 


solution into conjunctival sac 


laminated veins contained a much nar 
rower venous column. Some of the lami 
nated veins become completely aqeous, 
the 


venous 


and 
the 
limbus. The instillation of adrenalin ob 


and combination of aqueous 


veins receded further from 
viously produces a predominance of the 
aqueous phase over the venous. The in 
stillation of antistine-privine elicited the 
same response. In two patients who were 
the 


phase predominated, while the laminated 


treated with vasodilators, venous 
vessels and even some of the aqueous be 
came purely venous. The reaction to local 
anesthetics, such as cocaine, larocaine, 
pontocaine and tetracaine depended on the 
yasomotor property of these agents. Co 
caine is somewhat of a vasoconstrictor and 
it produces a definite predominance of the 
aqueous vessels although not as marked as 
that produced by vaso-constrictor drugs. 
To avoid the errors caused by the vaso 
motor action of the anesthetics in deter 
mining the outflow pressure the authors 
combined pontocaine and adrenalin. This 


combination had practically no vasomotor 


effect. Mydriatics produced irregular in 
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significant reactions, with the possible 
predominance of the venous phase which 
expressed itself in a widening of the 
venous layer, without the complete 
obliteration of the aqueous layer. (27 
figures)— Ray K. Daily. 

Scuderi, G. Experimental transplanta- 
tion of vitreous (partial substitution with 
homologous vitreous, heterologous fluid 
and a solution of polyvinyl-pyrrhalidine). 
Ann, di ottal. e clin. ocul. 80:213-220, 
April, 1954. 

Four groups of eight rabbits each were 
used. In all animals 0.4 to 0.6 ce. of vitre- 
ous was aspirated bilaterally. In the first 
group an equal quantity of vitreous from 
another rabbit was substituted. In the sec- 
ond group human spinal fluid was used. 
In the third group polyvinyl-pyrrholidine 
“Subtosan” and in the fourth a 90-percent 
solution of the same substance in distilled 
water was injected to replace the lost 
vitreous, The animals which were given 
homologous vitreous or spinal fluid toler- 
ated it very well with complete trans- 
parency of the vitreous. The polyvinyl- 
pyrrholidine was equally well tolerated by 
the eye but the vitreous showed a certain 
amount of turbidity which was still pres- 
ent after 40 days. (23 references) 

J. J. Stern. 


Sigelman, S., and Friedenwald, J. S. 
Mitotic and wound-healing activities of 
the corneal epithelium. A.M.A. Arch. 
Ophth. §2 :46-57, July, 1954. 


This study was conducted to see 


whether neuroparalytic keratitis could be. 


produced experimentally in animals and 
to determine whether there was any 
change in the mitotic or wound-healing ac- 
tivities of the corneal epithelium after 
sensory denervation. A severe keratitis 
was produced which could be prevented 
by blepharoplasty. Two etiologic factors 
are suggested ; exposure due to decreased 
winking and diminished lacrimal secre. 


tion. The mitotic rate was diminished 20 
percent. (12 figures, 4 tables, 7 references) 
G. S. Tyner. 


Siliato, Francesco. The effect of fur- 
fury] -trimethylammonio - para - toluensul - 
phonate on the pressure of the retinal ar- 
teries. Ann. di ottal. e clin. ocul. 80:282- 
226, June, 1954. 

Twenty subjects (12 in normal health 
and 8 with hypertension and various le- 
sions of the retinal vessels) were given 
intravenous injections of a new cholin- 
ergic drug, furfuryl-trimethyl-ammonio- 
para-toluensulphonate. The blood pres- 
sure in the retinal arteries, the caliber of 
the retinal vessels and the blood pressure 
of the hitmeral artery were observed. 
There were transitory changes in the 
retinal blood pressure in normal persons 
but none in hypertensive patients. Vaso- 
dilation was observed in normal subjects 
but never in hypertensives. The brachial 
arterial blood pressure was diminished tn 
both normal and hypertensive subjects. 
(2 tables) John J. Stern. 


Sugiura, S. X-ray diffraction of the 
vitreous. Acta Soc. Ophth. Japan 58:1119- 
1127, Sept., 1954. 

Sugiura’ purified the vitreous fiber of 
cattle and first studied the amino acids of 
the fiber by a paper-chromatography. The 
spots obtained with vitreous fiber were the 
same as those of gelatine. By an examina- 
tion with the electron miscroscope, the 
fiber was divided into two categories. The 
fiber was digested by pepsin but not by 
trypsin. X-ray diffraction was then studied 
by Geiger counter spectrometer using 
X-ray CuKa. A sharp and a gentle spike 
was thus obtained at 7.5-7.9° and 22° of 
the X-ray-sample angle respectively. He 
further describes the change in the X-ray 
diffraction after dipping the fiber in acid 
and alkali and discusses the micelle struc- 
ture of the vitreous. He finally concludes 
that the vitreous fiber consisted of a col- 


lagen type of fiber-protein. The vitreous 
fiber and the fiber in the retina have en- 
tirely different X-ray diffraction pictures 
and therefore they seem to have different 
origins, (15 figures, 1 table, 10 references) 
Yukihiko Mitsui. 


Uyama, Y., Ogino, S., and Ichihara, T. 
The cataractogenic agent in the urine of 
senile cataract patients. \cta Soc. Ophth. 
Japan $8:1100-1108, Sept., 1954. 

This interesting study is a step toward 
the goal of extensive studies on the bio 
chemistry of cataract by Uyama and his 
collaborators. In the present study, the au- 
thors made an ether extraction from the 
urine of patients with senile cataract. 
After purification, the extract was injected 
into guinea pigs intraperitoneally. This 
resulted in the development of cataract 
without exception. Non-cataractous urine 
never furnished such a substance. The 
authors followed the nature of the agent 
by a serial purification and examined each 
fraction for cataractogenic poteney. The 
final potent product gave two spots by 
paper chromatography corresponding to 
those of anthranilic acid and 5-oxy-an- 
thranilic acid, which were never found in 
non-cataractous urine. The authors were 
finally able to isolate these two substances 
in erystal form from. the 
urine. When an oxide of the 5-oxy-an- 
thranilic acid, quinonimincarboxylhie acid, 


cataractous 


was given to guinea pigs, it caused a 
cataract without exception. The authors 
state that the 5-oxy-anthranilic acid is a 
metabole product from tryptophan and ts 
easily oxidized in the system to form an 
oxide, which 1s a cataractogenic agent of 
high potency. They believe that a dis 
turbance in the tryptophan metabolism 
plays a leading role in the development of 
senile cataract. (4 figures, 9 tables, 9 refer- 
ences ) Yukihiko Mitsui. 


Yamada, S. The ocular manifestation of 
niacin deficiency. Acta Soc. Ophth. Japan 
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58 1136-1155, Sept., 1954. 

A deficiency in niacin is difficult to pro- 
duce in experimental animals, Yamada 
was, however, able to produce it in young 
rabbits by chemical assay of niacin and 
vitamin B, in the diet, blood, urine and, 
in case of necropsy, the internal organs. A 
deficiency in niacin caused a hypersecre 
tion with an adhesion of the lids, hyper- 
emia of the palpebral conjunctiva and pig- 
of the lf an 


aribotlavinosis co-existed, a hyperemia of 


mentation corneal limbus. 
the limbus with a vascularization into the 
cornea was brought about. Yamada also 
describes the biopsy findings of the eye as 
well as clinical and histological changes 
int other parts of the system. He further 
states that iryp- 
tophan relieves the deherency im niacin to 


an administration of 
some extent, but the effect 1s only tempo- 
rary. (19 figures, 3 tables, 47 references) 


Yukthiko Mitsui. 


4 

PHYSIOLOGIC OPTICS, REFRACTION, 

COLOR VISION 

Lartley, The effectiveness of ther- 
apeutic procedures as dependent upon the 
rationale underlying them. Am. |. Optom- 
etry 31 :477-486, Sept., 1954. 

In this provocative editorial, a psycho- 
logist compared the relation of the oph- 
thalmologist and the optometrist to the 
allopath and the osteopath. He urged 
more emphasis on visual training to adapt 
defective eyes to the demands of the en- 
vironment. This would apply to all pa 
tients requiring glasses in order to prevent 
the development of pathological changes, 
particularly the degenerative diseases. 
Just as the osteopath concentrates on the 
healthy human being to keep him that 
way, the optometrist should concentrate 
on eyes while they are healthy. Because 
of traditional background and training, the 
ophthalmologist was said to be more in 
terested in studying abnormality after it 
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has developed, and will, therefore, spend 
little time on a patient with normal eyes. 
It seemed more logical to prevent a dis- 
ease than to reverse it after it became es- 
tablished. As an example, he cited the 
treatment of myopia in children. The 
ophthalmologist has in many cases re- 
stricted his treatment to mere fitting of 
glasses. The optometrist has gone on to 
improve visual habits by training, in the 
hope that finally methods will be devel- 
oped to stop myopia from increasing. The 
ophthalmologist is said to take the at- 
titude that the patient is just another 
pathological specimen, while the optom- 
etrist tries to adjust the damaged in- 
dividual to his particular problems. The 
latter is more sound psychologically, and 
will appeal to the patient. 


Paul W. Miles. 


Carreras, Marcelo. Field changes in 
high myopia, stemming from the error 
of refraction. Arch. Soc. oftal. hispano-am. 
13 :1439-1443, Dec., 1953, 


The author calls attention to an ap- 


‘parent field defect in high myopia, which 


might lead to diagnostic errors, in that it 
may be misinterpreted as caused by a flat 
retinal detachment. The field change con- 
sists in a relative depression of the central 
field, with an intact periphery, This defect 
is demonstrated best by using small tar- 
gets and reduced light contrasts. The de- 
fect arises in the circumstance that the 
retinal image 1s out of focus in the pos- 
terior portion of the retina, while it is 
clearly focused on the peripheral part of 
the retina even in high myopia. This field 
defect disappears, if the field is taken with 
the patient's corrective lenses on. (3 
figures) Ray K. Daily. 


Castanera Pueyo, Alfonso. The diag- 
nosis of aniseikonia by means of a major 
amblyoscope. Arch. Soc. oftal. hispano- 
am. 14:642-646, June, 1954. 


This is a preliminary communication on 
the use of specially designed slides in a 
major amblyoscope to detect and measure 
to a practical degree the presence of 
aniseikonia. It is pointed out that only 
aniseikonia above 1.5 percent can be the 
cause of visual disturbances, and that it 
must be 5 or 6 percent before it makes fu- 
sion impossible. The slides designed by 
the author for this purpose consist of 
central circles and vertical and horizontal 
axes of equal size. After refractive errors 
and. phorias or tropias are corrected, the 
figures of the two slides are superimposed. 
Arrows placed at the end of each axis will 
also be superimposed if there is no aniset- 
konia. In the presence of aniseikonia they 
will not coincide; a scale on each side of 
the arrow indicates the degree of dis- 
parity. (1 figure) Ray K. Daily. 


Fry, G. A., and Alpern, M, The effect 
of veiling luminance upon the apparent 
brightness of an object. Am. J. Optometry 
31 :506-520, Oct., 1954. 

When a patch of veiling light was 
superimposed on a bright object in a dark 
field, the apparent brightness of the ob- 
ject was diminished. The ettect was maxi- 
mal even from as small an overlap as 
0.25° over the edge of the bright object in- 
volved. The effect was attributed to in- 
hibition of the retinal elements by a stimu- 
lus elsewhere. A theory was mathemati- 


cally developed. Paul W. Miles. 


Grignolo, A., and Boles-Carenini, B. 
Campimetric determination of the critical 
fusion frequency. I. Apparatus, tech- 
nique, and response of normal persons. 
Boll. d’ocul. 33:193-222, April, 1954. 

Using an apparatus similar to that em- 
ployed by P. W. Miles (1950) and a stro- 
boscopic devise producing Neon light 
stimuli of 5 to 10 micro-seconds with vari- 
able frequency and with a flicker target 
subtending a 1.25-degree angle, the au- 
thors explored 33 points of the visual field 
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in 65 normal subjects of different age. 
Statistical analysis of the results proved 
that the critical fusion frequency did not 
differ between right and left eye, that 
higher critical fusion frequency values are 
found at 10 degrees than in the center of 
the visual field, and that a progressive 
decrease takes place towards the periph- 
ery. The normal limits of critical fusion 
frequency for each point of the visual 
fields were determined. (12 figures, 22 
references) K. W. Ascher. 


Grignolo, A., and Boles-Carenini, B. 
Campimetric determinations of the critical 
fusion frequency. II. Influencing factors. 
Boll, d’ocul. 33 :257-269, May, 1954. 

Some of the factors which may modify 
critical fusion frequency can be elimt- 
nated, others cannot. Age, sex, pupillary 
diameter, and smoking habits were 
studied by statistical analysis. It 
found that age (between 10 and 79 years) 
and sex (51 male and 14 female) had no 
influence on critical fusion frequency un 
der the conditions of the present investi- 
gations. As long as the pupillary diameter 
was not modified by drugs, the size of the 


Was 


pupil did not influence the critical fusion 
frequency. Twenty-seven 
and 20 habitual smokers were examined. 
the critical flicker 


non-smokers 


Smoking influenced 
frequency only if the examinee smoked 
immediately before the tests. (4 tables, 
K. W. Ascher. 


19 references) 


Grossmann, T. A new way to express 
near vision. Klin. Monatsbl. f. Augenh. 
125 :224-226, 1954. 

A self-illuminating chart, to which a 
cord is attached is described. This cord 
has knots at ten-centimeter intervals and 
allows a fast measurement of the distance 
from the patient's eye to the chart, Next 
to the test numbers of the chart is a figure 
which indicates from which distance this 
line should be read with normal vision. 
The near vision can then be expressed as 


33/33, which is normal, for example, 
33/40 which is poorer than normal, (2 
figures, 3 references) 

Frederick ©, Blodi, 


Kleberger, I. Flicker fusion frequency 
in normal and diseased eyes. Arch. [. 
Ophth. 155 :314-323 and 324-336, 1954. 

The author studied 167 persons, using 
an electronic device which produced a 
flicker frequency of 25 to 70 Hertz and a 
brightness of about | apostilb. He found 
in normal persons a fusion frequency of 
from 40 to 55 Hertz, a slight decrease with 
age. and differences up to 5 Hertz between 
the two eyes of the same person. Minor 
anomalies of refraction or transparency of 
the media as well as amblyopias from 
squint did not affect the fusion frequency 
to any major degree. 

In a second communication the author 
reports that sclerosis of the retinal ves 
sels did not change the fusion frequency 
in involving the 
macula produced a moderate decrease of 


eyes. Conditions 
the fusion frequency ; abnormal conditions 
of the optic nerve and optic tracts dt 
minished the fusion frequency to a higher 
degree. (17 figures, 48 references) 

Ernst Schmerl. 


Nagel, C. The design and development 
of a contact lens for underwater seeing. 
Am, J. Optometry 31 :468-472, Sept., 1954. 

A contact lens was developed for the 
armed forces with a plane front surface 
for improved vision under water, It was 
found to have advantages over the face 


Paul W. Miles. 


plate now in use. 


Sanchez Salorio, Manuel. Hemeralopia 
and its varieties. Arch. Soc. oftal. hispano 
am. 14:286-296, March, 1954. 

The author does not accept the theory 
that all cases of retinitis pigmentosa are 
associated with diencephalic disturbances. 
He reports a case of essential hemeralopia 
in a 20-year-old medical student. Hemer 
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alopia was the only symptom. History and 
general examination were negative. The 
light threshold was raised and there was 
a loss of adaptation. Massive doses of vi- 
tamin A, intravenous injections of vaso- 
dilators, and melanophore inStilled lo. 
cally, had no effect. The author regards 
this as a functional disease, with no selec 
tive action on any portion of the retina. 
The second case reported is that of a wom- 
an, 30 years old, who came to the hospital 
with the complaint of headache, somno- 
lence, and hemeralopia. Examination re- 
vealed a concentric constriction of the 
visual fields, most marked in the superior 
and temporal segments. The right eye 
had a central annular scotoma, and the 
left eye a hemiscotoma superiorly. X-ray 
examination showed an enlarged sella 
turcica, erosion of the clinoid processes, 
and poor pneumatization of the sinuses. 
The fundus of the left eye had retinitis 
punctata albescens. The light threshold 
was somewhat raised, and adaptation de- 
layed. Vasodilators had no effect on the 
light threshold or adaptation. After, con- 
tinued instillation of melanophore for 45 
minutes the light threshold fell and adap- 
tation improved. Four days after the 
subconjunctival implant of the hypophysis 
of a young dog, the tests showed that the 
implant had the same effect as the instilla- 
tion of melanophore. These two cases 
represent two different types of hemera- 
lopia. Most of the cases in which the dien- 
cephalon plays a role are hereditary, or 
acquired in embryonic life, when the ret- 
ina and diencephalon have not as yet be- 
come differentiated from the prosencep- 
halon. There are, however, cases of hypo- 
thalamic origin acquired later in life 
through causes such as encephalitis and 
virus infections. (2 figures, 14 references) 
Ray K. Daily. 


Sattler, Rudolf. Statistics on the ability 
to tolerate contact glasses. Klin. Monatsbl. 
f. Augenh. 125 :215-224, 1954. 


365 patients answered a questionnaire 
on their ability to wear contact lenses. 
More than 58 percent wear them daily 
with satisfaction. The average time.a con- 
tact glass is tolerated is seven hours. Ir- 
ritation of the conjunctiva is much more 
frequent among the complications than a 
corneal veil. All the lenses were produced 
by Muller-Welt. (4 tables, 37 references) 

Frederick C. Blodi. 


Schober, Herbert. The accuracy of sub- 
jective and objective refraction methods. 
Klin. Monatsbl. f. Augenh. 125:194-201, 
1954. 

One hundred patients were refracted 
with the Rodenstock refractometer. The 
results were compared with a subjective 
method of refraction. The average differ- 
ence in the sphere was +0.46 and in the 
cylinder +0.29D., The axis of the cylinder 
showed little, if any, variation. One fourth 
1). should be added to the reading in the 
refractometer when younger patients are 
examined. The objective method decreases 
the examination time and increases the ac- 
curacy. (11 references) 

Frederick ©. Blodi. 


Sebas, S. Raphael. Particularities of 
astigmatism. Rev. brasil, oftal. 13 :119-124, 
June, 1954. 

The basic facts concerning astigmatism 
are reviewed and their application to prob- 
lems in refraction is discussed. There ts 
an intimate relation between astigmatism 
and cyclophoria. The problems of patients 
who have both astigmatism and cyclo- 
phoria are discussed. (9 references) 

Theodore Bisland. 


Sebas, 5. Raphael. The horopter simpli- 
fied. Rev. brasil. oftal. 13:105-111, June 
1954. 

The normal horopter is discussed as 
well as its variations in heterphorias, 
ametropias, anisokonias, and in cases of 
corrected myopia and hyeropia. The effect 


of alimentary toxins, fatigue and alcohol 
intake are discussed. The author believes 
that Tschermak’s apparatus is mdispen- 
sible and that the horopter graph is im- 
portant in the diagnosis of purely visual 
disturbances. (3 figures, 6 references) 
Theodore Bisland. 


Sebas, S. Raphael. The luminous reflex 
of the eye. Kev. brasil. oftal. 13:91-, 
June, 1954. 

The rudimentary 
which give rise to the red reflex of the eye 


optical principles 
and their application in cases of hyperopia 
and myopia are briefly discussed. (7 refer 


ences) Theodore Bisland. 


Sebas, S. Raphael. The optical center in 
bifocal lenses. Rev. brasil. oftal. 13 97-103. 
June, 1954. . 

The need to remember to verify the op- 
tical centers of lenses, and to ascertain 
that the optical center corresponds to the 
visual axis, both in the distance segment 
as well as in the near segment, is pointed 
out. The work of Edwin Blair in the 
Am. J. Ophth. (Optical Center of Spee 
discussed, (4 figures, 

Theodore Bisland. 


tacle lenses). is 


5 references) 


Sebas, S. Raphael. Transposition of 
lenses. Key. brasil. oftal. 13:113-117, June, 
1954. 

The transposition of lenses is discussed. 
The five-word rule of Pascal is presented 


as: Sum (of) Spheres—Change Sign 
(and) Axis. (6 references) 
Theodore Bisland. 


Siebeck, Robert. Labile cylinder reti- 
noscopy. Klin. Monatsbl. f. Augeth. 125: 
201-214, 1954. 

In this method the distance from ex- 
aminer to patient is varied and this allows 
an approximate determination of the re 
fractive error. Any electric retinoscope 
(Littmann) is used, to which a tape- 
measure is attached. The spheric correc- 
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tion ts chosen in such-a way that at a dits- 


tance of about 50 cm. a mixed astigma- 
lism appears. This astigmatism is cor- 
rected with a labile crossed cylinder. The 
axis 1s determined according to the rules 
of regular cylinder retinoscopy. (7 figures, 
ll references) Frederick C. Blodh, 

Spencer, R. W., and Wilson, W. K., 
Accommodative response in asymmetric 
convergence. Am. |. Optometry 31: 
498-505, Oct., 1954. 

Reports differ on the ability of the two 
eyes to accommodate in asymmetric con 
vergence. Most authorities agree that the 
law of equal innervation applies to accom- 
modation. Stimulation of one eye to ac 
commodate causes the other to accommo 
date with an insignificant lag. The physio 
logic aniseikonia in oblique gaze is evi 
dently compensated by a complex dioptric 
change in the eyes but evidently not by 
accommodation, In some individuals the 
dominant eye accommodates more than 
the recessive upon looking either left or 
right. Paul W. Miles. 

Toselli, ©. Cyclophoria of optic origin. 
Boll. docul. 33:223-235, April, 1954. 

Four types of cyclophoria can be dis 
tinguished : anatomical cyclophoria, cyclo 
phoria due to functional disturbances in 
the 
cyclophoria, and optic cyclophoria, Cylin 


vertical muscles, accommodative 
dric lenses induce an oblique meridional 
aniseikonia which elicits cyclotorsional 
eye movements and faulty stereoscopic 
spatial evaluations. Asthenopia may fol 
low as is often seen in persons wearing 
correction for astigmatism with oblique 
axes. (3 figures, 48 references) 


K. W. Ascher. 


Toselli, C., and Guzzinati, G. C. A study 
of vertical asymmetry of the isopters. Holl. 
d'ocul, 33 172-178, March, 1954. 

Vertical 
served by different investigators, was con- 


asymmetry, previously ob 


130 ABSTRACTS 


firmed in this study under normal condi- 
tions as well as under experimental hyper- 
oxia and hypoxia, using various perime- 
ters and campimeters. Vertical asymmetry 
was found in all cases and both hyper- 
oxia and hypoxia caused a concentric 
narrowing of the isopters. The authors 
conclude that the vertical asymmetry of 
the isopters is due to the distribution of 
the retinal receptors. (3 figures, 21 refer- 
ences) K. W. Ascher. 


Toselli, C., and Venturi, G. Eikonom- 
etry and phoria in bilateral aphakia. Ann. 
di ottal. e clin. ocul, 80:241-244, May, 
1954, 

Binocular vision as a motor-sensory 
activity can be completely restored even 
if cataract extractions are done in ad- 
vanced age and at different times in both 
eyes, provided that the anatomic and re- 
fractive aniseikonia is not excessive and 
the phoria is not too different from 
physiologic values. (4 refernces) 

J. J. Stern. 


Woolf, Daniel. Adapting motion picture 
developments for vision training in opto- 
metric practice. Am. |. Optometry 31 :459- 
407, Sept., 1954. 

The commercial cinema can be used for 
treatment of amblyopia by occluding the 
dominant eye. Suppression can be count- 
ered by wearing a gray filter before the 
dominant eye. For fusion training in 
strabismus, a child may be fitted with cor- 
recting prisms and sent to a 3-dimensional 
movie of the type requiring polaroid fit- 
overs, Paul W. Miles. 


5 
DIAGNOSIS AND THERAPY 


Arruga, H. Hyaluronidase in ophthal- 
mology. Arch. Soc. oftal, hispano-am. 14: 
741-748, July, 1954. 

After a brief reference to the action of 
hyaluronidase in general, Arruga de- 


scribes the results of his experience with 
hyaluronidase in various surgical proce- 
dures. In operations on the lids its addi- 
tion to the anesthetic does away with the 
edema caused by the injection; in pro- 
longed operations additional anesthetic 
injections may be made without the addi- 
tion of hyaluronidase, because its effect 
on the tissues lasts for hours. It acts simt- 
larly in surgery on the lacrimal sac, in 
which it should not be used in the pres- 
ence of an acute infection, lest it facilitate 
its spread into the tissues. It has no great 
value in surgery of the cornea and con- 
junctiva. In cataract surgery it intensifies 
the anesthesia, and the retrobulbar injec- 
tion lowers the ocular tension. In stra- 
bismus surgery it intensifies the anes- 
thesia and is desirable in advancements of 
6cular muscles. In tenotomy, when it ts 
desirable to produce a degree of exoph- 
thalmos by the retrobulbar injection, and 
thus increase the effect of the tenotomy, 
hyaluronidase should be omitted. In enu- 
cleation and exenteration of the orbit its 
effect on the anesthesia is very beneficial. 
In traumatic orbital or palpebral hem- 
atoma hyaluronidase injected directly into 
the swelling hastens its absorption. Its 
injection into edematous allergic tissues 
promotes recovery. (13 references) 


Ray K. Daily. 


Askovitz, S. 1. Voltage stabilizer and 
ground-testing unit for use with electronic 
instruments. A.M.A. Arch. Ophth. 52: 
127-128, July, 1954. 

A device is introduced for use with the 
electric tonometer and other electronic in- 
struments which will maintain a stabilized 
voltage to within 0.5 percent and provides 
a simple test for adequacy of an external 


ground connection. (1 figure, 2 refer- 
ences) G. S. Tyner. 


Barthelmess, G. Projection-coordimeter 
with illuminated targets. Klin. Monatsbl. 
f. Augenh. 124:738-741, 1954. 
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The screen (coordimeter) of Hess is 
projected in red color and the target ts 
projected in green. The patient wears a 
red-green spectacle. (1 figure, 3 refer- 
ences). Frederick C. Blodi. 


Becker, J., and Scheer, K. E. Radioac- 
tive isotopes in ophthalmology. Arch. f. 
Ophth. 15§:227-237, 1954. 

This is a short survey of the literature 
dealing with radioactive isotopes in re 
search work, diagnosis and ophthalmic 
therapy. A drawing of the strontium-90 
applicator (manufactured by Tracerlab 
Inc. Boston) is added. Local injections 
of radioactive suspensions and the intro 
duction of radioactive sutures are recom- 
mended, (4 figures, 25 references) 

Ernst Schmerl, 


Belfort Mattos, Rubens. Considerations 
on tissue therapy. Arch. oftal. Buenos 
Aires 29:195-198, March, 1954. 

After reviewing the history of this pro 
cedure, of which the fundaments are still 
vague, the active principle and the mode 
of action unknown, and the results at least 
disputable, the author gives some details 
concerning the preparation of implants 
and of aqueous extracts. Although favor- 
able reports have been published by many 
on the use of tissue therapy in such vari- 
ous ocular ailments as myopic degenera 
tive changes, vitreous opacities, retinitis 
pigmentosa, atrophy of the optic nerve, 
traumatisms, hypotony of the globe, iritis 
and retinal detachment without tear for- 
mation, it must be remarked that no un 
objectionable proof of its beneficial ef- 
fects is available. 

A. Urrets-Zavalia, Jr. 


Bonnet, J. L., and Rougier, J. A simple 
procedure for the surgical correction of 
adherent leukoma. Ann d’ocul. 187 :546, 
550, June, 1954. 


On the basis of experience in 12 cases, 


the authors advocate the use of a special 


sharp-edged spatula to section the iris at 
the point of its adhesion to the cornea. 
The spatula ts introduced into the ante- 
rior chamber through a_ knife-needle 
limbal incision. After its withdrawal nor- 
mal saline or penicillin solution is used 
to wash out any pigment debris or blood. 
One or more corneoscleral sutures are 
placed to seal the incision, and a bubble 
of air is introduced to prevent the forma 
tion of new synechiae. (2 figures} 
John (. Locke. 


Brockhurst, Robert J. Cotton fibrils in 
the anterior chamber after surgery. 
A.M.A, Arch. Ophth, 52:121-124, July, 
1954. 

Patients with cotton fibrils in the ante 
rior chamber after surgery tolerated this 
material well in three out of four cases. (4 
figures, | reference) G. S. Tyner. 

Chavarria Iriarte, Felix-Angel. Ocular 
cholesterinosis. Arch. Soc. oftal. hispano 
am. 14:217-223, Feb., 1954. 

A review of the literature is followed by 
brief reports of three cases. A man, 45 
years old, had the right eye enucleated 
because of traumatic uveitis. Microscopi 
cally, along with hypopyon and newly 
formed blood vessels, cholesterin cry stals 
were found on the anterior surface of the 
iris. Another patient, 19 years old, with a 
traumatic retinal detachment of the right 
eye, had hyphema, absence of the anterior 
chamber, and infiltration of the posterior 
corneal surface with rhomboidal crystals. 
A erystal of cholesterin under the anterior 
capsule of the lens was found on slitlamp 
examination in a 46-year-old patient, who 
complained of colored rings, suggestive of 
glaucoma. The rings were caused by the 
prismatic effect of the cholesterin crystal, 
(2 figures, 13 references) 


Ray K. Daily. 


Comberg, W. Rational penicillin treat- 
ment in affections of the lid and in ocular 
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surgery. Klin. Monatsbl. f. Augenh. 124: 
734-735, 1954. 

In infections of the lid 1% to 2 cc. of a 
penicillin solution (20,000 units per cc.) 
with procaine and suprarenin is injected 
along the anterior border of the tarsus. A 
similar solution is used for irrigation of 


the anterior chamber after operations. 
Frederick C. Blodi. 


Conover, W. G., and Spaeth, E. B. 
Conover-Spaeth magnetic campimeter. 
A.M.A. Arch. Ophth. 52:125-126, July, 
1954. 

A new 24 by 24 inch device is described 
for determination of the central field. The 
test objects are magnetic and controlled 
from behind the instrument. The instru 
ment is manufactured by George P. Pill- 
ing & Sons, Philadelphia, Pa. (2 figures) 

G. S. Tyner. 


Deo Ridruejo, Jose Manuel, A model 
for an exophthalmometer. Arch. Soc. 
oftal. hispano-am, 14:799-802, July, 1954. 

The author describes a design for an 
exophthalmometer, which will be manu- 
factured in Spain. It is based on the same 
principles as the Hertel exophthalmom- 
eter. (2 figures) Ray K. Daily. 


Dernoncourt. How to carry out treat- 
ment with cortisone or ACTH. Ann. 
d’ocul, 187 :551-500, June, 1954. 

This paper summarizes the generally 
recognized indications, contraindications 
and methods of administration of corti- 
sone and ACTH in ophthalmology, and 
the possible complications arising from 
their use. John Locke. 


Elschnig, H. A new chemotherapeutic 
drug in ophthalmology. Klin. Monatsbl. f. 
Augenh. 125 :355-358, 1954. 

The author has used Furacin ointment 
in 194 patients who had a variety of ex- 
ternal diseases and injuries. In only three 
instances was the treatment without suc- 


cess and four patients became worse. (3 
tables) Frederick C. Blodi, 


Etienne, K. A new perimeter. Ann. 
docul. 187 :461-466, May, 1954. 


The author describes a new perimeter 
with a translucent plastic dome, which 
permits easy, accurate and rapid examina- 
tion of the central and peripheral fields. 
The meridians and parallels are engraved 
on the convexity of the dome. These and 
the examiner are invisible to the patient, 
since the dome is translucent, but not 
transparent. The test light is projected 
from the exterior by a small mobile pro- 
jector held in the examiner's hand and 
made to slide over the convexity of the 
dome. It is capable of projecting discs of 
different sizes, colors and intensities. (3 
figures ) John C. Locke. 


Folch, Mario A. Intravenous anesthesia 
in infantile ocular surgery. Arch. chil. de 
oftal. 11:16-20, Jan.-June, 1954. 

The author emphasizes the fact that the 
anesthetist should study the child before 
surgery in order to obtain his cooperation 
and to get to know him. The premedica- 
tion should be given according to age and 
weight. The author uses Kemithene as 
the anesthetic agent. He calls attention 
to the various signs of spasmodic respira 
tion, apnea, and tachycardia. As a rule, 
if the anesthetist 1s familiar with the drug 
it will be possible to avoid intubation, 
though intubation equipment must be 
available. (1 table) Walter Mayer. 


Gansow Navajas, Carlos. Vascular head- 
ache ; its diagnosis and therapy. Arch. Soc. 
oftal. hispano-am. 13:1471-1492, Dec., 
1953. 

This is a detailed description of the 
diagnostic technique for vascular head. 
aches, as used in the Bonn clinic by 
Weigelin. The author used it in his private 
practice, after learning the technique in 
the Weigelin clinic. He reports five cases 


| 
| 
| 
| 


of headache found to be due to constric- 
tion of the arteries, and 
treated with Two were 
cured, two improved, and one remained 
unimproved. (14 tables, 21 references) 
Ray K. Daily. 


intracranial 
vasodilators. 


Gutzeit, Richard. Experiences with Re- 
Pla-Serol. Ophthalmologica 127 :113-117, 
Feb., 1954. 

Re-Pla-Serol (Merz, Frankfurt, 
many) is a placental extract incorporated 


(,er- 


in a colloid vehicle (serol) derived from 
milk The author has used the 
preparation topically in various external 


serum, 


eye diseases as well as in retinitis pig- 
mentosa. The author considers the topical 
administrations of Re-Pla-Serol far more 
important and more effective in all forms 
of keratitis or corneal injuries than the 
administration of sulfonamides. (4 refer 
ences ) Peter C. Kronfeld. 
Havener, W. H., and Henderson, J. W. 
Comparison of flicker perimetry with 
standard perimetric methods. A.M.\. 
Arch. Ophth. 52 91-105, July, 1954. 
Ninety patients with a variety of dis- 
eases were studied with flicker fusion and 
standard perimetric methods, Flicker fu- 
sion fields seemed superior to standard 
perimetric methods in early lesions of the 
visual pathways. Standard perimetry was 
superior in demonstrating small scoto- 
mata produced by sharply defined pa- 
thology, for example, a small area of 
choroiditis or a small occipital lobe lesion. 
In patients with glaucoma, results with 
the two methods were quite similar. (10 
figures, 3 references) G. S. Tyner. 


Jacobs, L., Fair, J. R., and Bickerton, 
J. H. Adult ocular toxoplasmosis, A.M.A. 
Arch. Ophth. 52 :63-71, July, 1954. 


The authors conclude from their studies 


that the diagnosis of ocular toxoplasmosis 
must be considered on a qualitative, rather 
than 


positive 


basis. A 


a quantitative 
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serological skin test appears to be of sig- 
nificance regardless of the height of the 
reaction. The case reported is apparently 
acquired rather than congenital. The find- 
ings suggest that granulomatous uveitis 
in adults due to Toxoplasma becomes 
manifest long after the systemic manifes- 
tations have disappeared and the antibody 
titers are consequently low. (3 figures, 18 
references ) G. S. Tyner. 
Jayle, G. E., Jaquenoud, P., and Haudi 
quet, M. Curare in ocular surgery. (ph 
thalmologica 127 :129-131, March, 1954. 
The authors report on the use of curare 
as an adjunct to local anesthesia in cata 
ract surgery. The preparation, 
tubocurarine and methylbebeerine, was 


curare 


administered intravenously just before the 
cataract incision and about one hour after 
the customary nembutal, morphine-sco- 
polamine premedication, The usual dose 
of curare was one half unit per kg. of body 


weight injected within 1 1/2 


minutes, If 
this dose did not produce satisfactory 
muscular relaxation, a second injection 
was given consisting of 1/4 unit per kg. 
of body weight. The effect of the alkaloid 
lasted from 6 to 12 minutes. In only six 
did the respiration 
pressed to the point where prostigmine 


cases become de 
had to be given as an antidote. Only one 
patient required oxygen. 

Under the influence of curare the eye 
balls became semi-immobilized and mark 
edly hypotonic. This hypotony, accord 
ing to the authors, is more pronounced 
and more constant than the hypotony pro 
duced by the retrobulbar injection of 
hyaluronidase. Another beneficial effect 
of curare was an augmentation of the gen 
eral state of sedation. 

Peter ©. Kronfeld. 


Kern, Harold L. Apparatus for chemi- 
cal extraction of small pieces of cornea. 
A.M.A. Arch. Ophth. §2:131, July, 1954. 


A device is described for use in deter. 
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mining dissolved or bound ions or un- 
changed molecules in any small sample of 
firm, permeable material which is not dis- 
integrated by the extracting medium. (1 
figure ) G. S. Tyner. 


lanchner, Abraham J. A new preplaced 
corneoscleral suture. A.M.A. Arch. Ophth. 
§2 :129-130, July, 1954. 

A Grieshaber needle threaded with silk 
suture is placed in the corneal-scleral tis- 
sue in the desired position at the limbus. 
A 2-mm. incision is made to expose the 
needle. The needle is pulled through and 
the suture is then looped up to facilitate 
completing the incision. (6 figures, | ref- 
erence) G. S. Tyner. 

Lopez, Alcala. Antibiotics in ophthal- 
mology. Arch. Soc. oftal. hispano-am. 14: 
July, 1954. 

This is an exhaustive review of the 
literature on antibiotics in the treatment 
of ocular diseases. Because of their wide 
antibiotic spectrum, their harmlessness, 
and the absence of development of resist- 
ant strains, aureomycin and terramycin in 
the form of drops or ointment are the anti- 
biotics of choice for all external infections 
of the eyeball, except those caused by the 
Koch bacillus. Streptomycin is the thera- 
peutic agent of choice for tuberculous 
lesions. The subconjunctival injection of 
penicillin-procaine is the method of choice 
in intraocular infections, Injections into 
the anterior chamber and vitreous are 
dangerous and are to be avoided. The 
general administration of penicillin, strep- 
tomycin, aureomycin or terramycin, as an 
adjuvant to local therapy is effective in 
inflammations of the ocular adnexa, and 
in the prophylaxis of surgical or trau- 
matic infections. At this time there is no 
antibiotic specific for trachoma, although 
the use of aureomycin and terramycin 
represents an advance in the treatment of 
this disease. Ray K. Daily. 


Moreno, Julio. Five years of experience 
with the author's erisophake. Arch. Soc. 
oftal. hispand-am. 14 :802-808, July, 1954. 

Of 657 extractions with the author's 
erisophake done by four surgeons, 620 
were intracapsular. The capsule-broke in 
20 eyes, and in 17 the lens was extracted 
with the loop because it was dislocated. 
In 29 cases there was some loss of vitre- 
ous. In three cases vitreous appeared in 
the peripheral iridotomy ; in spite of this 
the extraction was done with the eris- 
ophake, without additional loss of vitre- 
ous, either through the iridotomy hole or 
through the pupil. The author takes the 
ocular tension with the tonometer before 
and after the retrobulbar injection, and 
does not begin to operate until the ocular 
tension falls below ten. He has reduced 
somewhat the size of the erisophake from 
the original model. It is now 5.5 mm. in 
the external diameter, instead of 6 mm. 
and the internal diameter is 3.5 mm. in- 
stead of 4 mm. The height has been re- 
duced from 2 mm. to 1.8 mm. 


Ray K. Daily. 


Nitta, M. Reaction of skin capillaries at 
the nail edge to the cold pressure test in 
glaucomatous patients. Acta Soc. Ophth. 
Japan 58 :1225-1231, Sept., 1954. 

Nitta observed the skin capillaries at 
the nail edge with a capillary microscope 
in 36 patients with glaucoma of various 
types and the same number of normal 
individuals. The room temperature was 
controlled to be maintained at 24 to 25°C. 
The change in the capillaries wasfollowed 
after dipping the free forearm of the sub- 
ject into ice water for 60 seconds. In 26 of 
the 36 glaucomatous patients the capil- 
laries under the microscope contracted 
completely to complete cessation of the 
blood stream. In the remaining 10 cases 
an incomplete contraction occurred; the 
reaction was absent in none of the cases. 
However, a complete contraction was ob- 
served in none of the 3% normal indi- 
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viduals; an incomplete contraction was 
seen in 19 and in the remaining 1/7 cases 
no reaction occurred. Primary glaucoma 
showed a strong reaction but there was no 
difference between the simple and conges- 
tive form. In general, the capillaries were 
apt to react more promptly in glaucoma 
with a-higher tension. (1 figure, 3 tables, 
2 references) Yukihiko Mitsui. 


Planten, J. T., and Hoppenbrouwers, R. 
Intraocular administration of hyaluron- 
idase. Ophthalmologica  127:117-121, 
Keb., 1954. 

In this experimental study of the effects 
of hyaluronidase upon the inner eye two 
preparations of the enzyme were used, one 
bacteriogenic form (Hyason, made by 
Organon Oss Holland) and one form de 
rived from bull-sperm (furnished by 
Chibret, Clermont-Fessand, France). The 
enzyme was injected intravitreally into 
the right eyes of adult rabbits. By the in 
travitreal injection of chemically imert 
solutions control conditions were created 
in the left eves of the same rabbits. 

Krom their very extensive studies the 
authors conclude that hyaluronidase does 
not liquify normal vitreous, does not cause 
mtraocular hemorrhages nor does it aid in 
the absorption of such hemorrhages. The 
various phenomena observed after intra 
vitreal injection of the enzyme are not due 
to irritative direct effects upon the tissues 
but rather due to the liberation of intra 
ocular tissue products or constituents un 
der the influence of the enzyme. 

Peter ©. Kronfeld. 


Potvin, A., and Bossu, A. Allergy in 
ophthalmology. Bull. Soe. belge d’ ophtal. 
106 :5-147, March, 1954. 

This generally informative and com 
prehensive report was presented to the 
Belgian Ophthalmological Society on 
March 4, 1954. The first part covers the 
general aspects of allergy. After a short 
historical review, anaphylaxis and allergy, 


antigen and antibodies, the determination 
of sensitivity, and bacterial, serum and 
drug allergy are discussed in succession, 
The influence of heredity and constitution, 
the importance of environment and the 
pathologic features of early and late 
stages in allergic manifestations are pre- 
sented in special chapters. The “nonspeci- 
ficity’ of all pathologic reactions 1s 
stressed as a recently conceived theory. 
Nomspecificity is more satisfactory im ex 
planation of allergie clinical responses and 
is mn sharp contrast to the specificity of 
pathologic reactions, a principle which 
seemed to be an established dogma in the 
past. 

The second part deals with the climieal 
aspects of allergy. Representative symp 
tom-complexes of the conjunctiva, sclera, 
cornea, uvea and of the neuro-ophthalmo- 
logical structures are reviewed. The va 
riety of the precipitating causes is inter 
preted and experimental investigations 
and theories of origin critically re-ex 
amined. Hypotheses are avoided as much 
as possible. Some, probable allergic condi 
tions are only mentioned and other possi 
bly allergic manifestations such as central 
serous choroiditis, for example, are not 
included. Because of the extensive and 
complex subject it was thought best to 
pay special attention to the most charac 
teristic clinical pictures and to diagnosti 
problems which could be verified by 
laboratory findings. (272 references) 

Alice R, Deutsch. 


Roig, Alberto. An instrument for El- 
liott’s operation. Arch. Soc. oftal. his 
pano-am. 14:797-798, July, 1954. 

To prevent closure of the trephined 
scleral opening by scar tissue, Roig de 
signed a small silver tripod, two limbs of 
which end in small rings. The third end 
is flat. The contrivance ts anchored at the 
limbus; the rings are sutured to the sides 
of the episcleral opening, and the flat end 
fits into it. It is withdrawn at the end of 
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a month, when the fistulating bleb re 
mains permanent. (2 figures) 


Ray K. Daily. 


Troutman, Richard C, Five-year survey 
on use of a magnetic implant for improv- 
ing cosmetic result of enucleation. A.M.A. 
Arch, Ophth, 52 :58-62, July, 1954. 

The author reports favorable surgical 
and cosmetic results from the use of the 
magnetic implant. (8 figures, 4 references) 

G. 5. Tyner. 


Villaseca, Alfredo. Pseudostrabismus. 
Arch, chil. de oftal. 11:13-15, Jan.-June, 
1954. 

The most frequent causes of pseudo 
strabismus are epicanthus, outward dis 
placement of the inner canthi, variations 
of the angle gamma, and facial asym- 
metry. The author presents a case of each 
of these with a picture. (11 figures) 

Walter Mayer. 


Weidmann, Walter. An improved eye 
magnet. Ophthalmologica 127 :122-125, 
Feb., 1954. 

For the extraction of intraocular mag- 
‘netic foreign bodies the author considers 
alternating current magnets preferable 
to direct current magnets. The rocking, 
to and fro movements which the foreign 
body undergoes under the influence of the 
alternating current magnet, facilitate dis 
entanglement of the foreign body and 
favor its passage into open tissue spaces 
or channels. The author's magnet is of 
cylindric shape, 4 inches long and weighs 
about 5 lbs. Its core is made up of mul- 
tiple thin layers of a nickel-iron alloy. (4 
references ) Peter Kronfeld. 


6 
OCULAR MOTILITY 
ten Doesschate, J. A new form of 


physiological nystagmus. Ophthalmo- 
logica 127 :65-73, Feb., 1954. 


An involuntary, physiologic form of 
nystagmus has been observed in normal 
individuals while fixing monocularly a 
light source the image of which is made to 
coincide, by means of a strong convex 
lens, with the center of rotation of the 
fixing eye. Under these very unusual op- 
tical conditions many individuals have 
shown a pendulum nystagmus of large 
amplitude and low frequency. The prob- 
able cause of the nystagmus is the lack 
of movement of retinal images during 
ocular rotations. Thus, the new form of 
nystagmus is related to the pathologic 
nystagmus due to disturbances of the fixa- 
tion mechanism. (3 tables, 3 references) 

Peter C. Kronfeld, 


(;uzzinati, Gian Carlo, Observations on 
proximal convergence. Anu. di ottal. e¢ 
clin. ocul. 80 :195-204, April, 1954. 

The author has attempted to establish 
the importance of the “proximal” factor 
in convergence by analyzing the conver- 
gence act in experimental subjects. He 
states that the “proximal” element repre 
sents 41 percent of the theoretical conver 
gence value between 100 cm. and 20 cm., 
and that this percentage is independent of 
the type of convergence, of the presence 
of voluntary convergence, and of the de 
gree of range of fusion. (5 figures, 26 ref 
erences ) John J. Stern. 

Mackensen, G. The physiology of op- 
tokinetic nystagmus. Arch. f. Ophth. 155: 
284-313, 1954. 

The author tried to produce optokinetic 
nystagmus in 20 normal persons. He used 
rotating drums which offered patterns of 
alternating black and white stripes and 
rotated 50° to 200° per second. Frequency 
and amplitude of the nystagmic move- 
ments first increased and later decreased 
with the change in speed of the rotating 
drums. Graphic presentation of the find- 
ings revealed rather irregular curves 
changing with the individuals, with varia- 
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tions in accommodation, with attention 
and probably with other factors, (19 fig- 
ures, 7 tables, 25 references) 

Ernst Schmerl. 


Palomar Collado, F,. The standardiza- 
tion of the terminology of oculo-motor 
disturbances, normal and pathological. 
Arch, Soc. oftal. hispano-am. 14:686-092, 
June, 1954. 

The author points out the confusion in 
the terminology of motor anomalies, and 
proposes a terminological table for due 
tions, versions, rotations and disturbances 
of these functions, heterophoria and het- 
erotropia, whether these be concomitant 
or paralytic. His table uses the prefix 
exo to indicate deviation outward, endo 
inward, supra upward, and intra down 
ward. By the combination of the pre 
fixes with the functions, he arrives at a 
terminology which indicates the motor 
anomaly of the function. (1 table) 

Ray K. Daily. 


Pascal, Joseph I. The angle of devia- 
tion in strabismus. ()phthalmologica 127: 
184-189, March, 1954. 

Most: textbooks define the angle of 
squint as the angle between the visual 
axes of the two eyes, This definition ts 
approximately correct for measurements 
of the angle of horizontal deviations for 
distance. The definition, however, 1s tm 
correct for vertical squints or for hori 
zontal deviations at near. The author ree 
ommends definition of the angle of devia 
tion as the angle between the primary 
(macular) visual axis of the fixing eye 
and the secondary (non-macular) visual 
axis of the deviating eye. This angle 
really expresses the eccentricity of the 
retinal area in the deviating eye which is 
coordinated with the macula of the fixing 
eye. (3 figures) Peter C. Kronfeld. 

Salvi, G. L., and Nichele, G. A compli- 
cated case of Stilling-Tiirk-Duane syn- 


drome. Boll. d’ocul. 33:475-490, Aug. 
1954. 

An ll-year-old girl had shown alti- 
tudinal strabismus since birth. When 
looking to the right, her left cornea al- 
most disappears below the left upper lid 
and the abduction of the right eye ts 
limited. When she looks -to the left, the 
right eye is retracted and depressed, the 
left eye elevated. When looking up, both 
eyes show marked divergence ; when look 
ing down, the left eye 1s retracted. (ten 
photographs) The child is underweight 
and undersized, Her skull shows thicken 
ing of the bones, prognathism, and barely 
visible X-ray pictures) 
Complete clincal and laboratory data and 
a discussitn of the differential diagnosis 
are presented in detail. (5 figures, 46 refer- 


K. W. Ascher. 


sutures. (two 


enecs ) 


Toselli, C., and Guzzinati, G. C. The 
clinical significance of. anisophoria. Ann. 
di ottal. e clin. ocul, 80:205-212, April, 
1954. 

Anisophoria is defined as variation of 
phoria with changing direction of gaze. 
It can be induced by correction of aniso- 
metropia or be caused by muscular imbal 
ance such as observed during recovery 
from paresis of an extrinsic muscle. The 
first cause can be avoided by limiting the 
difference between the corrective lenses to 
not more than 2D; in the second the con 
dition is transitory. Except in special 
cases anisophoria is of limited interest. 
(2 figures, 3 references) J. J. Stern. 

Wheeler, Maynard C. §trabismus. 
\.M.A. Arch. Ophth, 52:134-162, July, 
1954, 

The pertinent literature for the year 
1953 is abstracted. Wheeler feels that the 
most significant publications to appear 
during 1953 were the strabismus sym 
posium given at the American Academy of 


Ophthalmology and Otolaryngology, 
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Kgnne and Rindziunski’s work on anoma- 
lous correspondence, Bangerter’s mono- 
graph on the treatment of amblyopia, 
Knapp’s exposition of intermittent exotro- 
pia, and, in a distinctly adverse way, the 
monograph of the treatment of strabismus 
by Parfonry and lolliot. Adler’s evidence 
for a divergence mechanism may prove to 
have great significance, and Costenbader’s 
plea for symmetrical surgery possibly 
marks the beginning of an important 
trend, There has been a gratifying in- 
crease in the number of articles on the 
treatment of strabismus from many parts 
of the world, that shows a thorough un 
derstanding of the modern principles that 
are generally accepted in this country. (91 
references) G. S. Tyner. 


7 
CONJUNCTIVA, CORNEA, SCLERA 

Appelmans, M., and Hendrichs, R. Al- 
lergic inflammation of the pinguecula. 
Bull. Soc, belge d’ophtal. 106 :1#0-189, 
March, 1954. 

The characteristie clinical appearance of 
the piguecula is usually not visible before 
middie age. Under Wood's ultraviolet 
lamp a preclinical stage can be detected in 
younger persons. This pre-clinical stage 
consists of a white sheathing of the con- 
junctival Vessels on the place of the future 
pinguecula. The pinguecula itself is a 
hyaline degeneration with hypertrophy of 
the elastic fibers and might be caused by 
a special allergic reaction to the sunlight. 
Very rarely the pinguecula, which usually 
escapes inflammations of the conjunctiva 
and episclera, may be the seat of recurrent, 
seasonal inflammations. Three case histor- 
ies are discussed. (3 figures, 14 references) 


Alice R. Deutsch. 


Fazakas, 5. Report on keratomycoses 
observed with the examination of the 
fungi of the eye. Szemészet 3:124-128, 
1954. 


Of 34 keratomycoses observed by thre 


author 20 were primary and 14 secondary. 
Among the 20 primary keratomycoses 11 
were superficial, seven were deep (ulcer- 
ous or infiltrating), whilst two cases of 
keratomycosis periconica presented a 
transition between the two groups. Peri- 
conia keratitis was first cultivated by the 
author. Of the secondary cases five were 
associated with trachoma, two with ec- 
zematous pannus, two with ulcus serpens 
and inclusion catarrh, and three with 
keratitis dendritica. Apart from two cases 
due to aspergillus flavus, all were benign 
and readily healed. Gyula Lugossy. 

Franceschetti, A. Classification and 
treatment of hereditary corneal dystro- 
phies. A.M.A. Arch. Ophth. 52:1-12, July, 
1954, 

The author classifies, describes and il-— 
lustrates the various types of hereditary 
corneal dystrophies. He does not believe 
that the pessimism concerning kerato 
plasty in the treatment of these cases ts 
justified. Lamellar and perforating kerato- 
plasty has been used with success in a 
number of cases. (4 figures, 9 references) 

G. Tyner. 


Francois, and Jaquemin, I’. Thera- 
peutic results in two severe cases of al- 
lergic conjunctivitis. Hull. Soc. belge 
d’ophthal., 106 :155-161, March, 1954. 

Two case-histories of severe, prolifer 
ating, allergic conjunctivitis are presented 
in detail. The first was of uncertain eti 
ology and was monocular, starting in fall, 
with exacerbatiogs in winter. The second 
case Was a (alte vernal catarrh 
with cobble-stone vegetations. The suc- 
cessful treatment consisted of, 1. imstil- 
lation of 2 percent cortisone every hour, 
and 5 percent antistine and 0.25 percent 
privine every four hours, 2. oral antihista 
mines of choice and 3, intramuscular in 


jections of 2 cc. of pan-allergine, in the 
form of two or three injections every two 
months. Simultaneously 500 mg. of as 
corbic acid should be taken daily. X ray 


F 
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treatment was followed by improvement 
of the pathologic changes in the first pa- 
tient but did not help the second. (4 fig- 
ures) Alice R. Deutsch. 


Friede, Reinhard. Keratoplastic repair 
of total or almost total corneal leucomas. 
Ophthalmologica 127:147-163, March, 
1954. 

_ On the basis of very extensive personal 
experiences the author makes specific 
recommendations for the surgical repair 
of the various forms of total or subtotal 
corneal leucoma, A small (3 to 5 mm.) 
penetrating keratoplasty within a total 
leucoma almost always ends in severe 
clouding of the graft. Large penetrating 
grafts entail the dangers inherent in a 
large, limbus-near wound area (serious 
vitreous loss during the operation, second- 
ary glaucoma due to direct interference 
with the trabecular area or due to post- 
operative peripheral anterior synechiae 
and clouding of the graft due to inter 
ference with its posterior surface). 

The author has tried systematically to 
eliminate the dangers entailed in the large 
grafts and to improve the chances for 
permanent clarity of small grafts. An at 
tempt in the latter direction has been 
to clear the periphery of the cornea by 
means of repeated subconjunctival injec 
tions of 20 to 40 percent dextrose solu 
tions or by peripheral round, square or 
ring-shaped lamellar keratoplasties (“me 
lioration plastic’) prior to. the central 
optical keratoplasty. 

To ‘combat secondary glaucoma the 
author recommends a large cyclodialysis, 
large in circumferential as well as in me- 
ridional direction, combined with a barely 
scleral trephining operation in the same 
area. “Since secondary glaucoma is the 
greatest threat to the clarity of the graft 
and since one should make the fullest pos 
sible use of the hypotony following an 
antiglaucomatous operation, | have ar 
rived at the following sequence of steps 
for keratoplasty combined with the anti- 


glaucomatous operation: 1. preparation of” 


the conjunctival flap (above) for the cy 


clodialysis, 2. obtaining the graft from the 
donor eve and insertion of appositional 


sutures, 3. lamellar keratoplasty down to 
the level of Descemet’s membrane, 4. plac 


ing the graft into its bed and completion. 


of sutures, 5. scleral trephining at 12 


o'clock, and 6. shght lifting-up and ever- 
sion of the graft to enable the surgeon to 
perforate Descemet’s membrane cen 
trally.” 

The last step in the author's combined 
operation requires an explanation, When 
ever he performs a very large keratoplasty 
he tries to preserve Descemet’s membrane 
in the recipient's eye, which makes for 
Descemet's membrane in the center just 
yreater safety of the operation, Nicking 
before tying the sutures causes the forma 
tion of what the author calls a pseudo-iris 
descemetica, that is an iris-like, centrally 
perforated diaphragm in the anterior 
chamber. This diaphragm, in the author's 
experience, tends to keep exudates and iris 
away from the graft. If in the case of a 
large graft the recipient’s Descemet’'s 
membrane proves to be opaque, then the 
author, after placing the graft m its bed 
and completing the sutures, carefully re 
sects the central cloudy portion. 

Even in cases of total corneal staphy 
loma (with light perception and projec 
tion) the author has obtained successes 
by a three-stage operation, namely: the 
antiglaucomatous operation, 2. reduction 
of the staphyloma by partial excision and 
3. keratoplasty down to the level of 
Descemet's membrane with excision of 
the central portion of the latter at the end 
of the keratoplasty. (19 figures) 

Peter ©. Kronfeld. 


Gifford, E. S., Jr., and Maguire, E. F. 
Band keratopathy in vitamin D intoxica- 
tion. A.M.A. Arch. Ophth. 52:106-107, 
July, 1954. 

This is a case report of vitamin D in 
toxication from the ingestion of 150,000 
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U.S.P. units taken daily for two years. 
Reversible corneal opacities occurred 
which did not interfere with vision. The 
opacities are indicative of impending renal 
damage. (1 figure, 4 references) 


G. S. Tyner. 


Godoy, L., and Gormaz, A. Early diag- 
nosis in Sjggren’s syndrome. Arch. chil. 
de oftal, 11:21-27, Jan.-June, 1954. 


The authors summarize briefly the 
theories about the etiology. Sjggren’s 
syndrome may be due to endocrine, toxic, 
nervous, or infectious factors, avitamino- 
sis, or changes in the blood. Heredity 
plays an important role. They symmarize 
the specific eye symptoms and the associ- 
ated symptoms such as dryness of the 
mouth, atrophy of the pharynx, and ar- 
thritis. 

Because Schirmer’s test often did not 
reflect the severity of the disease, the 
authors modified this test by instilling one 
drop of cocaine into the eye in order to 
eliminate the conjunctival irritation 
caused by the paper. With this modifica- 
ton, the amount of tears secreted is di- 
minished, but there is no change in the 
corneal abnormalities discovered by the 
slitlamp, so that this modification of 
Schirmer’s test is of no value. With the 
instillation of Bengal red a burning occurs 
only when there is any change in the epi- 
thelium, and the superficial areas in the 
interpalpebral fissure will stain which can 
be seen with the biomicroscope, The 
authors believe that this is the earliest 
change in Sjggren’s syndrome, and more 
accurate than the staining with fluo- 
resceine, (4 tables, 1 reference) 

Walter Mayer. 


Gomez, Miguel. A case of malignant 
melanoblastoma of the. epithelial type. 
Arch. Soc. oftal hispano-am. 14 :693-696. 
June, 1954. 


Gomez reports a case of malignant mel- 
anoblastoma of the right eyeball originat- 


ing from a nevus, in a ten-year-old boy. A 
small dark area had appeared about the 
limbus, when the boy was six years old; 
it grew slowly, until it formed a triangular 
growth, with the base at the limbus. The 
growth projected above the level of the 
conjunctiva, was not attached to the deep 
tissues, and was very vascular. The neo- 
plasm was excised and persistent vascular- 
ization of the surgical area was alleviated 
by the administration of spleen and thy- 
mus extracts. There was no recurrence in 
five months. (1 figure) Kay K. Daily. 


Kato, K., and Tanaka, C. Prevention of 
trachoma infection with terramycin and 
the resistance of trachoma virus to de- 
hydration. Acta Soc. Ophth. Japan 58 :989- 
995, Sept., 1954. 

Material from patients With typical 
chronic trachoma was introduced into the 
conjunctival sac of four human volunteers. 
A 0.5 to 1.0 percent ointment of oxy-tetra- 
cyclin was administered into the eye im- 
mediately after the infection and, in two 
of the cases, the administration was re- 
peated 4 and 13 times for 24 and 72 hours 
respectively. Nevertheless, there was an 
acute onset of trachoma with typical clin- 
ical signs and positive inclusions in all 
cases. There was, however, a delay in the 
onset as compared to the eyes of the 
control inoculation. The authors consider 
that an administration of the antibiotic 
several times a day for one week or so may 
be required as a prophylactic treatment 
of trachoma and probably of inclusion con- 
junctivitis. 

When the antibiotic was mixed with the 
virus prior to the inoculation and stood for 
ten minutes, the infection was prevented 
in two cases of another series. When tra- 
choma material was dried at room tem- 
perature, it lost its infectivity within 24 
hours as tested in four human cases. 
Finally the authors criticize Arakawa's 
contribution of trachoma virus isolation in 
mouse brain and conclude that the virus 
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does not seem to be the actual trachoma 
virus. (2 figures, | table, 14 references) 
VYukihiko Mitsui. 


Michaelson, |. C., Gluecker, L.. and 
Stieglitz, E. Influence of low-voltage X- 
radiation on inhibition and prevention of 
new vessels in cornea. A.M.A. Arch. 
Ophth. 52:77-84, July, 1954. 

Krom studies carried out on 45 rabbits 
with standard thermal lesions of the cor- 
neas, the authors conclude that low volt- 
age X-irradiation and topically applied 
cortisone are almost equally effective in 
inhibiting new vessel growth, (2 figures, 5 
tables, 7 references) G. S. Tyner. 

Miglior, M. Simultaneous herpetic kera- 
titis in both eyes. Boll. d'ocul. 33 490-494, 
Aug., 1954. 

Herpetic keratitis rarely occurs in both 
eyes of the same person as it did in this 
eight-year-old girl who also had trachoma 
ot both eyes. (1 figure, 11 references) 


K. W. Ascher. 


Mitsui, Y., Tanaka, C., Yamashita, K.., 
and Hanabusa, |]. Toxin-like substance of 
trachoma virus. A.M.A. Arch. Opth. 52: 
72-76, July, 1954. 

A virus-free filtrate from conjunctival 
scrapings of patients with active trachoma 
was applied to eyes of two human volun 
teers. An acute follicular conjunctivitis 
similar to that seen in trachoma resulted. 
A similar material was “heat-killed” and 
applied to the eyes ef a third volunteer. 
No conjunctivitis resulted from innocula- 
tion with the “heat-killed” material. (1 
figure, 5 references) G. S. Tyner. 


Palich-Szanto, Olga. The syndrome of 
blue sclera, deafness and bone fragility. 
Ophthalmologica 127:132-142, March, 
1954, 

One typical case of the above syndrome 
showed additional eye syptoms, namely: 
pinguecula-like degeneration of the bulbar 


conjunctiva, underdevelopment of the 
anterior iris layers, resistance of the pupil 
to mydriatics, pigment deposits on the 
posterior surface of the cornea and ptosis 
of the upper lid, All these symptoms may 
be interpreted as signs of a systemic con- 
nective tissue affection. (4 figures, 45 ref 
erences) Peter C. Kronfeld. 


Salleras, A. Lejandro. Complications of 
penetrating keratoplasty. Arch. oftal. 
Buenos Aires 29:171-177, March, 1954. 

This is a review of many well-known 
accidents and complications attending the 
performance of penetrating corneal trans 
plants. During the operation, a defective 
centering or beveling of the incision may 
occur, as well as an irregularity in the 
overall shape of the corneal window or the 
graft or in the inner edge of the latter. 
Injuries of the iris and lens are infrequent ; 
vitreous loss is commonly seen in aphaktie 
eyes; the slight bleeding observed when 
the cornea of the host is vascularized is of 
no consequence whatever. During the 
postoperative course, a partial or total dis 
placement of the graft may take place, 
though rarely, since direct border-to 
border sutures are employed; this, like 
the eventually ensuing herniation of the 
iris, must be repaired at once but ts almost 
invariably followed by loss of vision, The 
development of anterior synechias ts still 
one of the most frequent complications 
and requires adequate treatment if sec 
ondary glaucoma or opacification of the 
graft are to be prevented, Epithehal and, 
at times, endothelial edema should be 
looked upon as a degenerative phenome 
non when occurring after a delay of some 
weeks. A. Urrets-Zavalia, Jr. 


Webb, Edward F. Conjunctival dermoid 
with marked seborrheic component. 
A.M.A. Arch. Ophth. 52:132-133, July, 
1954. 

A lesion was excised from the conjunc- 
tiva; the pathologist’s report indicated 
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“adenoma sebaceum” of normal but mis- 
placed skin. (2 figures) G. S. Tyner. 


8 
UVEA, SYMPATHETIC DISEASE, 
AQUEOUS 

Alvaro, Moacyr E. The etiology of uve- 
itis. Ophthalmologica 127:85-93, Feb., 
1954. 

The history of the development of pres- 
ent-day concepts concerning the etiology 
of uveitis is reviewed. In a series of 175 
cases of uvetitis observed by the author 
(in Brazil) the incidence of definite signs 
of infection in other organs, representing a 
possible or probable cause of the uveitis, 
was as follows: tuberculosis 5.14 percent, 
syphilis 5.71 percent, lymphogranuloma 
venereum .6 percent, focal infection 69.21 
percent. In about 19 percent of the series 
the very thorough search failed to disclose 
signs of infection. Considerable signifi- 
cance was attached to the finding of cu- 
taneous sensitivity to pathogenic strepto- 
cocci, (5 figures, 37 references) 

Peter C. Kronfeld, 


Arriaga, J. Involvement of the fundus 
in iritis. Arch. Soc. oftal. hispano-am, 14: 
749.796, July, 1954. 

The literature on this subject and on the 
etiology of iritis is thoroughly reviewed. 
It is especially emphasized that latent and 
scarcely demonstrable infection of the 
paranasal sinuses can be the cause of iritis. 
The author was impressed with this fact 
particularly during his work with Castro- 
viejo. His own material consists of 104 
eyes in 77 patients; 75 of the inflamma- 
tions were acute, and of these 16 were bi- 
lateral, 20 were chronic and 11 of these bi- 
lateral. Twenty eyes had central scotomas, 
55 enlargement of the blind spot, and 13 
various scotomas. Seven patients with 
central scotoma and eight with enlarge- 
ment of the blind spot are described in de- 
tail; all recovered. Two cases illustrate 


scotomas in the paracentral field. The lit- 
erature on pathogenesis of lesions of the 
fundus in iritis is reviewed. Changes in the 
visual field are frequent in iridocyclitis; 
they are usually benign in character and 
disappear as the disease is cured. The au- 
thor believes that a central scotoma in 
iritis is due to a retinal periphlebitis which 
causes a disturbance in the function of the 
papillomacular bundle. Enlargement of 
the blind spot is caused by an edema of the 
optic nerve, a result of a disturbance in 
the venous circulation. (31 figures, 16 ref- 
erences) Ray K. Daily. 


Montanelli, M. Unilateral choroiditis 
Doyne. Boll. d’ocul. 33 :437-442, July, 1954. 


A 39-year-old man with a history of two 
years of gradual deterioration of vision of 
the left eye is described. Ophthalmoscop- 
ically yellow dots situated below the reti- 
nal vessels were seen at the posterior 
pole and small round hemorrhages located 
anteriorly, pigment dispersion, and a nor- 
mal periphery. General physical examina- 
tion and laboratory studies did not reveal 
any definite etiology. (1 figure, 12 refer- 
ences) K. Ascher. 


Spyratos, S. Anterior chamber puncture 
in a case of leprous iritis. Clinical and 
cytological observations. Ann. d’ocul. 187: 
538-545, June, 1954. 

Hemorrhage filling three-fourths of the 
anterior chamber occurred after diagnos- 
tic chamber puncture in a case of recur- 
rent leprous iritis. The bleeding was due 
to the withdrawal of aqueous rather than 
to any direct trauma by the needle. A 
marked improvement in the iritis occur- 
red, which the authors attribute to the 
induced autohemotherapy. Causative or- 
ganisms could not be identified. Examina- 
tion of the cellular content of the aqueous 
showed lymphocytes, monocytoids, histio- 
cytes of the iris type, and unidentified cells 
with large nuclei. The authors feel that 
cytological studies of the aqueous humor 
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make it possible to predict the nature and 
course of the ocular inflammation, How. 
ever, in spite of this, and in spite of the 
favorable therapeutic effect obtained in 
their case, they feel that the advantages 
of anterior chamber puncture do not com- 
pensate for the risks involved. (1 figure) 
John C, Locke. 


Stergar, S., and Novak, S. Leptospiral 
iridocyclitis. Ophthalmologica 127 :93-%, 
Feb., 1954. 

In two cases of iridocyclitis observed in 
the eye clinic of the University of Lju- 
blana (Jugoslavia) the diagnosis of lepto 
spirosis was made on the basis of both 
clinical and laboratory findings. In the 
first case a subacute uveitis followed in 
the wake of a paratyphoid-like, febrile dis- 
ease. On the thirteenth day of the disease 
the patient's serum agglutinated lepto- 
spira australis A in a dilution of 1:3000. 
This titer increased during the third week 
of the disease. The aqueous showed an 
agglutinin titer to leptospira of 1 :300. The 
patient made a complete recovery. The 
second patient was not aware of any pre- 
ceding febrile disease, the uveitis was 
more chronic in character, but the labora 
tory findings were like those of the first 
case. In both cases there were tongue 
shaped exudates around the dise and 
sheathing of the retinal veins. (18 refer 
ences) Peter C. Kronfeld. 


Sverdlick, Jose. Malignant melanoma of 
the iris. Report of a case. Arch. oftal. 
Buenos Aires 29:155-162, March, 1954. 

A ©O-year-old man had a malignant 
melanoma of the right eye, which devel- 
oped out of one of several iris freckles, 
appeared as a localized, irregularly promi- 
nent dark-brown tumor mass, and ex- 
tended into the anterior chamber angle. 
Enucleation was performed and patho- 
logic examination of the eye confirmed the 
preoperative diagnosis. (4 figures, 11 ref- 
erences) A. Urrets-Zavalia, Jr. 


GLAUCOMA AND OCULAR TENSION 


Andreani, D. Baxter's compression test 
compared with the provocative tests of 
Bloomfield and Lambert, Schmidt, and 
Sugar in normal and glaucomatous eyes. 
Ann. di ottal. clin, ocul. 80:261-274, June, 
1954. 

Thirty normal eyes, 45 eyes with known 
glaucoma, and WO eyes with prodromal 
glaucoma were examined with Baxters 
compression test and the results were 
compared with those obtained with the 
lability test of Bloomfield and Lambert, 
the drinking test of Schmidt, and Sugar’s 
combination of the With Baxter's 
test normal subjects always exhibited nor- 


two. 


mal figures; in chronic glaucoma simplex, 
73 percent of the patients showed to some 
degree an outflow obstacle, but in pro- 
dromal glaucoma only 23 percent showed 
evidence of diminished aqueous drainage. 
Particularly in prodromal glaucoma, Bax- 
ter's test was less informative than Sug- 
Nevertheless, in 
chronic glaucoma simplex Baxter's test 
confirms the presence of an obstacle to 
outflow. In eyes with initially elevated 


provocative test. 


tension it demonstrates a relationship be- 
tween ocular hypertony and drainage, and 
it permits one to evaluate the part played 
by inadequate drainage in the develop- 
ment of the pathologic changes, (33 refer- 
ences) John J. Stern. 

Francois, Jules. Cortisone and ocular 
tension. Bull. Soc. belge d’ophtal. 106: 
190-201, March, 1954. 

It is known that ACTH and cortisone 
do not decrease the tension in primary 
glaucoma but in combination with atro- 
pine it is the therapeutic agent of choice 
in the secondary glaucoma of uveitis. Sev- 
eral cases of chronic uveitis were observed 
where the ocular tension, previously nor- 
mal, increased during cortisone therapy. 
A very strict, regular observation of the 
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ocular tension was necessary to substanti- 
ate these findings, as the increase in ten- 
sion often appeared many months after 
the start of the therapy. The increase in 
tension was never extremely high and 
mostly coincided with an improvement in 
the inflammation. Nevertheless cyclo-dia- 
thermy was necessary in three cases, be- 
cause this operation was thought less 
harmful for the future of the eyes than a 
possible reoccurrence of inflamation on 
the withdrawal of cortisone. The chamber 
angles did not show any local pathologic 
signs which could explain the increase in 
tension. The tension always returned to 
normal as soon as cortisone was discon- 
tinued. To explain the increase in tension 
by a retention of sodium chloride, a pos- 
sible effect of cortisone, does not seem 
satisfactory. An increase in tension was 
never found in normal eyes even after 
months of high doses of cortisone and the 
appearance of endocrine changes. (8 fig- 
ures,7 references) Alice R. Deutsch. 


Kalt, M., Decaudin, A., and Krajevitch, 
KE. “Post-Elliot” iritis (Torpid iritis fol- 
lowing antiglaucoma operations.) Ann. 
d’ocul, 187 :497-537, June, 1954. 

The low-grade iritis observed after anti- 
glaucoma operations represents a postop- 
erative exacerbation of a pre-existing 
“glaucomatous iridopathy” and is in no 
way related to an infectious state. This 
syndrome, peculiar to primary glaucoma 
(especially the congestive form), is char- 
acterized by the disintegration and emi- 
gration of iris pigment. A round pupil may 
eventually become completely fixed by 
posterior synechiae. Prevention consists 
in giving mydriatics for a long time after 
the operation, with the complete exclusion 
of miotics. During the operation trauma to 
the iris should be kept to a minimum, (3 
figures, 32 references) John C. Locke. 


Leydhecker, Wolfgang. Gonioscopic 
studies during increase in ocular tension 


following the use of miotics and after 
reading. Arch. f. Ophth. 155 :255-265, 1954. 

A case of glaucoma following iritis 1s 
described in which miotics and reading 
produced an increase in tension. An iris 
bombé had developed and gonioscopy 
after total iridectomy showed obstruction 
of the angle of the anterior chamber 
during accommodative changes of the lens 
and its position, The case is described 
since glaucomatous attacks following the 
use of miotics are considered to be ex- 
tremely rare. (87 references) 

Ernst Schmerl. 


Del Rio Cabanas, J. L., and Cadenas 
Ugidos, C. The value of Kleinert’s com- 
pensation maximum in the diagnosis of 
early glaucoma. Arch. Soc. oftal hispano- 
am. 14 :631-640, June, 1954. 


The objective of the authors’ investiga- 
tion was to verify Kleinert’s claim relative 
to the value of the compensation maxi- 
mum in the diagnosis of early glaucoma. 
If a pressure of 35 or 40 grams is exerted 
on the eyeball the laminated veins become 
purely aqueous. If the pressure is further 
increased, there is reached a point at 
which the current reverses and a retro- 
grade venous current fills the aqueous 
veins. The pressure required for this re- 
versal of the current was designated by 
Kleinert as the compensation maximum, 
In his studies a pressure of 150 grams was 
required to produce this reversal in nor- 
mal eyes. In glaucomatous eyes this pres- 
sure is much lower. Kleinert advocates 
this procedure as a test for glaucoma in 
doubtful cases. The authors’ material com- 
prises 25 eyes with normal ocular tension, 
and ten eyes with simple glaucoma; of 
these four were untreated, five treated 
with miotics, and one was operated upon. 
The authors’ conclusions on the value of 
Kleinert’s compensation maximum in the 
diagnosis of early glaucoma are at com- 
plete variance with Kleinert’s data. The 


’ 
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tabulated data lead to the conclusion that 
the reversal of the current does not take 
place in all eyes with a pressure of 150 
grams; that not all eyes with a high com- 
pensation maximum are normal, nor are 
all eyes with a low compensation maxi- 
mum glaucomatous. The literature on the 
genesis of this phenomenon is reviewed, 
and the authors offer an hypothesis of 
their own: in the course of compression 
the globe is pushed against the orbital 
wall, with consequent impediment in the 
blood circulation; the reversal of the cur- 
rent of blood in Kleinert’s test is a mant- 
festation similar to glass rod phenomenon. 
It has been demonstrated by former in- 
vestigators that the compensation maxi- 
mum may be different in the tWo eyes of 
the same patient. The authors found that 
it may also be different in two laminated 
vessels of the same eyes, showing that 
physiologic and hydrodynamic factors 
play a part in the response of each vessel. 
The authors conclude that the test has a 
relative but not an absolute value in the 
diagnosis of glaucoma. (5 figures, 6 refer- 
ences) Ray K. Daily. 


Sakamoto, Y. The effect of prophylac- 
tics for motion sickness on the intraocular 
pressure. Acta Soc. Ophth. Japan. 58: 
1218-1224, Sept., 1954. 

When an oscillation, 70 cycles per min- 
ute with 5 cm. amplitude, is given to 
rabbits for 10 minutes, the ocular tension 
increased from 25 mm. Hg to 37 mm. Hg 
on the average. When prophylactics for 
the motion sickness, compounds of bena- 
dryl hydrochloride and &-chlortheophyl- 
line, were given to normal rabbitis 4.5 to 
10 mg. per Kg. body weight intravenously, 
the change in the ocular tension was less 
than +4.5 mm. Hg. When such rabbits 
were oscillated within 30 minutes after 
the injection of the drug, a considerable 
increase in ocular tension as seen in nor- 
mal rabbits was prevented almost com- 
pletely. The author refers to the fact that 


an increase in the tension by oscillation 
can take place in urethane rabbits and 
concludes that the preventive action of 
motion sickness prophylactics is due to 
their action on the autonomic nerve sys- 
tem. (4 figures, 5 tables, 17 references) 
Yukihiko Mitsui. 


Suda, K., Inamochi, J., and Ikuta, M. A 
study of the essential hypotony of the eye. 
Acta Soc, Ophth. Japan 58:1231-1236, 
Sept., 1954. 

The authors measured the ocular ten- 
sion of 3,174 normal eyes and found that, 
in 95 percent, the tension was in the range 
of from 12-to 25 mm, Hg. They then de- 
fined tension below 11 mm. Hg as a hy- 
potony. Such essential hypotony was ob- 
served in 36 of the 3,174 eyes. In nine of 
the 36 hypotonic eyes, such ocular fune- 
tions as visual acuity, visual field, power 
of accommodation and dark adaptation 
were examined and were found to be nor- 
mal. The angle of the anterior chamber 
looked wide in gonioscopy. Some exam- 
inations for glaucoma were performed in 
14 hypotonic eyes and it was found that: 
1. the diurnal variation was more than 5 
mm. Hg in five eyes; 2. the tension fell to 
below 4 mm. Hg after the compression 
test by Suda in all eyes; 3. the labilitiy 
test was positive in eight eyes. Essential 
hypotony does not seem to have any rela- 
tion to the systemic blood pressure or to 
that of the central artery of the retina, The 
authors further divided essential hypo- 
tonia into two types, namely, absolute and 
relative. The absolute type was defined as 
a continuous hypotony never exceeding 
the defined level during the diurnal varia- 
tion. (9 tables, 3 references) 

Yukihiko Mitsui. 


Weinstein, P. Cortico-visceral problems 
in glaucoma, (phthalmologica 127 :164- 
178, March, 1954. 

The relationship between diencephalon 
and ocular tensions are reviewed and some 
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new evidence is presented, Stimulation of 
the pupil-dilating area in the hypothala- 
mus of cats by means of thé Horsley- 
Clark-Szentagothai electrode causes a rise 
in blood pressure as well as undulations of 
the ocular tension of a rising nature. Block 
of the ciliary ganglion with procaine in- 
hibits the rise in ocular tension that occurs 
in certain glaucomatous eyes during the 
darkroom test. The fact that iridectomy in 
acute glaucoma prevents further attacks is 
interpreted as a sign of such disruption, by 
the operation, of the nervous terminals 
within the eye that the cortico-visceral 
and impulses causing 
glaucomatous attacks are being stopped. 
(2 figures, 81 references) 
Peter C, Kronfeld. 


viscero-cortical 


10 
CRYSTALLINE LENS 


Arruga, M. Ridley’s operation. Bull. 
Soc. belge d’ophtal. 106:161-162, March, 
1954, 

Two motion-pictures were shown to 
demonstrate this operation, In discussing 
late complications of previously favorable 
cases, the author mentions ocular hyper- 
tension and luxation of the plastic lens. In 
one case of refractory hypertension the 
lens had to be removed, which in itself 
was an easy procedure. Luxation of the 
occurred : case two 
months after intracapsular extraction (in 
tracapsular extraction is not suitable for 
lens implanation), Alice R. Deutsch. 


lens twice, in one 


Charlin, Carlos. Spherophakia, sublux- 
ation of the lens and brachidactily. Arch. 
chil. de oftal, 11:53-58, Jan.-June, 1954. 

The author presents a typical case of 
Marchesani's syndrome, Records of re- 
fraction over the past 25 years show that 
the patient’s myopia had increased and 
finally a lens extraction was done on the 
left eye, which had the more luxated lens. 
The author also gives a brief summary of 


ABSTRACTS 


the theories of etiology of Marfan’s and 
Marchesani's syndromes. (4 figures, 2 ref- 
erences) Walter Mayer. 


Mascati, Naumann T. Solo technic in 
ophthalmic surgery. |. Internat. Coll. 
Surgeons 22 :312-319, Sept., 1954. 

The author describes his technique of 
cataract extraction without the use of an 
assistant. Using O’Brien akinesia and a 
modified McLean corneal suture, he per- 
forms combined intracapsular extraction 
through a round pupil. The success of his 
operation is due to the use of hyaluroni- 
dase, retrobulbar injection, superior rectus 
suture, and finger education. (9 refer- 


ences ) Irwin E, Gaynon. 


Nonnenmacher, H. Aniridia after cata- 
ract extraction. Klin. Monatsbl. f. Augenh. 
125 :230-233, 1954. 

A 73-year-old man had a cataract ex- 
traction with total iridectomy. While the 
lens was being delivered the whole iris lay 
rolled up in the wound and had to be ex- 
tracted. The postoperative vision was 5/5 
and there was no photophobia. (13 refer- 
ences ) Frederick ©. Blodi. 


Oppel, O. Is there a human phako- 
anaphylactic endopththalmitis? Klin. 
Monatsbl. f: Augenh. 125 :184-193, 1954. 

A 74-year-old woman had an extracap- 
sular cataract extraction which was fol- 
lowed by a discission eight weeks later. 
An endophthalmitis with hypopyon fol- 
lowed. Eight days later the anterior cham- 
ber was irrigated and the lens remnants 
removed, There was a dramatic improve- 
ment. No antibodies against lens protein 
could be found in the serum of the patient. 
The lens remnants could have produced 
this reaction by the formation of histamin 
or toxic metabolites or by the influence on 
the growth of saprophytes. (12 references) 

Frederick C. Blodi. 


Pintucci, F. A case of posterior lentico- 
nus. Boll. d’ocul. 33 :410-416, July, 1954. 
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The seven-year-old boy was admitted 


ful adaptation by which the organism can 


for treatment of a traumatic cataract of his * compensate for an otherwise insufhcient 


right eye; the left eye showed a posterior 
lenticonus, slightly below and to the nasal 
side of the center of the posterior lens 
surface, complicated by a small posterior 
polar cataract and remnants of the hyaloud 
artery. A photograph of anterior segment 
is given. (1 figure, 20 references) 
K. W. Ascher. 


11 
RETINA AND VITREOUS 

Berneaud-Kotz, G., and Jahnke, K. 
Fundus changes with disturbances of the 
blood-protein. Klin. Monatsbl. f. Augenh. 
125 :160-171, 1954. 

A 55-year-old man had previous vague, 
but severe symptoms. He was once treated 
for cirrhosis of the liver and once for mem 
ingitis. When he complained about loseof 
vision the retinal veins were found to be 
dilated, tortuous and nearly black in color, 
There was a bilateral papilledema with 
retinal hemorrhages. There was a hyper- 
proteinemia (up to 10.42 gm. percent) and 
hyperglobulinemia. The presence of kryo 
globulins caused spontaneous gelatination 
of the blood and agglutination of the 
erythrocytes. The 
months later. (2 charts, | colored drawing, 
30 references ) Frederick C, Blodi. 


patient died three 


Henkes, Harold E, Electroretinogram 
in circulatory disturbances of the retina. 
A.M.A. Arch. Ophth. 52:30-41, July, 1954. 

108 patients with the following retinal 
lesions were studied: 1. hypertensive ret- 
inopathy without arteriosclerosis; 2. hy- 
pertensive retinopathy with arterioscle 


rosis; 3. diffuse retinal atherosclerosis 


without hypertension, and 4. diffuse cho- 
roidal atherosclerosis with and without 
hypertension. The incidence of subnormal 
responses was lower in the patients show- 
ing an arterial hypertension. The author 
concludes that the hypertension is a use- 


nutrition of the retina. (9 figures, 10 refer 
ences) G. S. Tyner. 

Lijo Pavia, |. Cerebral and retinal ves- 
sels. Rev. oto-neuro-oftal. 29 265-09, May- 
June, 1954, | 

This is the continuation of a paper, the 
first part of which has already been sum 
marized, about the importance of the pres- 
sure in the central retinal artery and its 
relationship to pressure in the cerebral 
vessels. After giving several examples of 
increased pressure in the central artery, 
the author also mentions briefly the cases 
of hypotension im the central artery as 
found in retrogasserian neurotomy, the 
initial stage of carotid obstruction, epi 
lepsy, in barbiturate coma, and several 
other affections. (1 figure, 9 references) 


Walter Mayer. 


Lijo Pavia, |. Macula. Changes in the 
vascular arrangement in arteriosclerosis. 
Rev. oto-neuro-oftal, 29:75-79, May-June, 
1954. 

The author emphasizes the normal ar- 
rangement of vessels in the macular area 
with a radial disposition, alternating veins 
and arteries, and concludes that in cases 
of hypertension, this radial disposition dis 
appears because of the constriction of the 
arteries even if the artery is still present. 
He believes that hypertension can be clas 
sified into three different grades corre 
sponding to the vascular arrangement, (4 


figures, references) Walter Mayer. 


Michiels, J., and Jansen, E. “Allergic 
fundus manifestations. bull. Soc. belge 
d'ophtal. 106 :162-172, March, 1954. 

Three patients with serous chorioreti 
nitis (chorto-retinopathy) of dissimilar 
appearance were observed. All three had 
allergic stigmas (urticaria, eczema and 
sinus-diseases). The chorio-retina proved 
to be a shock-organ like the skin or con- 
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junctiva. The serous fluid escaping from 
the capillaries in the choriocapillaris infil 
trated all the layers of the retina in one 
case. In the two other cases the fluid ac- 
cumulated between the retina and the pig 
ment epithelium and formed a large cen- 
tral transparent bulla in one of the pa- 
tients. In the third patient a serous cyst 
developed in the periphery of the fundus. 
In the treatment antihistamines and the 
antigene methylique were used. It is pos- 
sible that these pathologic changes are the 
result of reactions to the endo- or exo- 
toxins of tubercle bacilli or to metabolic 
products, as well as inflammatory or neo 
plastic lesions. (1 table, 20 references) 
Alice R. Deutsch. 


Kumpf, Jean, Follow-up study of suc- 
cessfully treated retinal detachments. 
Ophthalmologica 127 :100-104, Feb., 1954. 

This 1s a late follow-up study on 60 eyes 
with retinal detachment operated on suc- 
cessfully at the eye clinic of the University 
of Lausanne between 1925 and 1939. 24 of 
these patients could be reexamined 14 to 
18 years after surgery. In every one of 
these cases the retina had remained in 
normal position. Visual acuity, fields and 
optical media had not undergone any sig- 
nificant changes. In 19 of the 36 patients 
not re-examined the condition of the op- 
erated eye could be judged from the pa- 
tient’s or his relatives’ report which indi- 
cated maintenance of the status quo in 11 
cases and recurrence of the detachment in 
eight cases. (1 table) Peter C. Kronfeld. 


Siliato, Francesco. Disciform degenera- 
tion of the macula. (Clinical and patho- 
genetic contribution.) Ann. di ottal. e clin. 
ocul, 80 :229-240, May, 1954. 

Three cases are reported. An attempt is 
made to interpret the condition as belong- 
ing to the collagen diseases (“deposition 
of mucoproteid material”). The condition 
is regarded as similar to the changes in 
acellular structures during senescence and 


is explained as a disturbance of the pro- 
tein-poietic function of the lymphocytes 
and plasma cells present in the retinal 
lesions. (3 figures, 41 references; 


John J. Stern. 


Strampelli, Benedetto, The introduction 
of a gelatin sponge into the suprachoroidal 
space in retinal detachment not reducible 
by rest. Ann. di ottal. e clin. ocul. 80:275- 
281, June, 1954. 

In cases where a detached retina is not 
reducible by rest and perforating cauter- 
ization does not reach the retinal tear, the 
author introduces a small compressed gel- 
atin sponge between sclera and choroid 
through a scleral incision. As this sponge 
takes up fluid it swells and brings the 
previously cauterized choroid in contact 
with the tear in the detached retina, keep- 
ing it there until a firm adhesion between 
the two membranes is formed. (10 figures) 

John J. Stern. 


Strazzi, A. Methonium compounds in 
the treatment of vascular disease of the 
retina. Boll. d’ocul, 33 :385-399, July, 1954. 

Ganglioplegics have been used for re- 
duction of the general blood pressure and 
therefor might prove useful in the man- 
agement of retinal vascular disease. The 
author studied their effect on a patient 
with severe hypertensive papillo-retinop- 
athy, on seven with milder types of the 
same disease, three with papillo-retinop- 
athy due to chronic nephritis, three with 
arteriosclerotic retinopathy, four with oc- 
clusion of the central retinal artery, two 
with thrombosis of the central retinal 
vein, two with central serous retinitis and 
one with meningitis. Intravenous injection 
of pentamethonium or hexamethonium 
was followed by definite improvement in 
seven of the eight cases with hypertensive 
papillo-retinopathy and by reduction of 
papilledema in two of three patients with 
nephritic retinopathy. Abbreviated case 
histories are supplied. Good results were 
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achieved in the patients with central ser- 
ous retinitis and meningitis. The regres: 
sion of papilledema is explained by reduc- 
tion of cerebral angiospasm and normal- 
ization of intracranial pressure. Patients 
with hypertensive papilloretinitis are rec- 
ommended for treatment with methonium 
compounds, (1 figure, 8 references} 


K. W. Ascher. 


12 
OPTIC NERVE AND CHIASM 

Mérei, F. T. Meningioma of the optic 
nerve. Szemészet 1:13-18, 1954. 

The meningioma seated at the optic 
foramen of the optic nerve is of very slow 
growth, and benign. Frequently it gives 
rise to the atrophy of the nerve, this being 
its only symptom. Owing to its small size, 
neurologic signs and symptoms of imtra- 
cranial hypertension fail to occur, It ean 
be removed through a frontal osteoplastic 
cramiotomy used in the exposure of the 
region of the sella. Karly operation is im 
perative, because the amelioration of sight 
cannot be expected after degeneration of 
the nerve, even if the tumor be completely 
removed, Gyula Lugossy. 


Seiwerth-keri¢c, Feodora. Tumor of the 
optic nerve head. Ophthalmologica 127: 
105-110, Feb., 1954. 

The ophthalmoscopic examination of 
the 17-year-old male patient revealed a 
vertically oval neoplasm of the nasal halt 
of the left disc, protruding about 4 diop- 
ters into the vitreous. The pinkish sur- 
face of the tumor was covered by a net- 
work of capillaries. The surrounding 
retina including the macula was slightly 
edematous, The visual acyity was 20/200. 
During a period of observation of 10 
months the blood vessel content of the 
tumor and the edema of the surrounding 
retina seemed to increase slowly, causing 
further visual loss. Enucleation was ad 
vised, but refused by the patient. X-ray 


therapy through a temporal portal (500 r 
daily to a total of 4000 r) did not produce 
any decided change in the clinical picture, 
(1 figure, 21 references) 

Peter C. Kronfeld. 


13 
NEU RO-OPHTHALMOLOGY 


Cogan, D. G., and Barrows, L. J. Platy- 

basia and the Arnold-Chiari malformation. 
\.M.A. Arch. Ophth. 52:13-29, July, 1954. 

Platybasia consists of an upward bulge 
or invagination of the occiput in the re 
gion of the foramen magnum. There 1s 
usually a partial fusion of the upper cerv- 
ical vertebrae to the skull and to each 
other, with a protrusion of the odontoid 
process of the axis into the posterior fossa. 

The Arnold-Chiari deformity consists in 
a herniation of a part of the cerebellum 
and medulla through the foramen mag 
num without a characteristic bony de- 
formity. The clinical symptoms of the two 
diseases are similar. 

The neurological signs are ataxia, spas 
ticity of gait, numbness of the extremities, 
dysphagia and headache, The ocular signs 
are jerky horizontal and vertical nystag- 
mus and diplopia due to sixth-nerve weak- 
ness. A variety of ocular signs accompany- 
ing increased intracranial pressure have 
been noted. Nine cases are presented, The 
cases may be confused with multiple 
sclerosis and brain stem tumor. (10 fig- 
ures, 24 references) G. 5S. Tyner. 

Espildora Luque, C. The progress of a 
chiasmatic syndrome. Arch. chil. de oftal. 
11 :42-45, Jan.-June, 1954. 

The author gives an extensive summary 
of the clinical course of a patient, followed 
over a period of four years, with repeated 
attacks of diminished acuity in one eye or 
the other, on rare occasions in both eyes 
at the same time, associated with a tem- 
poral hemianopsia on the side of the af- 
fected eye and a superior temporal depres- 
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sion in the unaffected eye. With anti- 
biotics and rest the symptoms improved 


every time, and the heavy nasal discharge 


which was present with each attack dis 
appeared. The author suggests that this 
must be a chiasmatic syndrome of an 
atypical course, and in the differential 
diagnosis multiple sclerosis with chias- 
matic lesions only and an arachnoiditis 
optochiasmatica must be considered. Be 
cause the patient refused surgery, the sus 
pected nasal etiology was not confirmed. 
(1 figure) Walter Mayer. 


Gougnard-RKion C., and Paris, M. L. A 
rare symptom of multiple sclerosis. 
Sheathing of retinal veins. bull. Soc. belge 
dophthal. 106:172-179, March, 1954. 

Sheathing of the 
multiple sclerosis was described by W. 
Rucker in 1944. It mostly affects veins of 
middle caliber; the sheathing is delicate, 
white and appears 2 to 3 dd. away from 
the disc. The sheaths may appear and dis- 
appear (the sheathing dissolves into small 
white dots), a phenomenon which was 
noted and described for the first time by 
the author.. Three case histories are dis- 
cussed, The sheathing of the retinal veins 
occurs in about 10 percent of patients with 
multiple sclerosis ; it is of great diagnostic 


retinal veins in 


importance as it confirms the presence of 
vascular the central 
system in this disease, Sheathing very 


lesions im nervous 
seldom is observed in other affections of 
the nervous system such as syphilis, ec- 
clampsia and cerebral trauma. (5 figures, 


4 references) Alice R. Deutsch. 


Malatesta, C. Unusual ophthalmoscopic 
aspect in congenital toxoplasmosis. |}0l!. 
d'ocul, 33: 400-409, July, 1954. 

A three and one-half-year-old boy was 
unable to recognize light from the age of 
one year, could neither sit, stand nor walk 
and started to talk at the age of three 
years. Tonic-clonic bilateral seizures ac- 


companied by urination and defecation 
and often by vomiting occurred about 
every month and became less frequent 
during the last half year. Except for 
microcephalus, the skeleton was normal. 
The testicles were not yet descended. Both 
eyes were small, showed esotropia and 
hypertropia without any definite muscular 
The were 
normal except for posterior synechiae of 


paresis. anterior segments 
the right iris. The pupils reacted slug- 
gishly to illumination and were barely 
dilated by subconjunctival administration 
of atropine with cocaine and adrenaline. 
Ophthalmoscopy 
revealed large choroidal scars and denuda- 


im general anesthesia 
tion of the sclera near the disc and in the 
periphery and a large smooth whitish 
mass originating from the retina below the 
dise and protruding almost to the poste- 
rior lens surface. Cerebral calcifications 
were found; the toxoplasma-dye test was 
positive at 1/64 in the child and 1/128 in 
the mother. (1 figure in color, 48 refer- 


ences) K. W. Ascher. 


Kintelen, F. The optic nerve in affec- 
tions of the central nervous system. Klin. 
Monatsbl. f. Augenh. 125: 129-145, 1954. 

This is an extensive review of the sub- 
ject based on a survey of the modern 
literature and on the author’s own experi- 
ence. Anatomic and general pathologic 
remarks introduce the subject. The blood 
supply and the topographic relations are 
discussed, Though the arteries of the optic 
nerve are end-arteries, anemic infarcts are 
rare. There are many 
retinal, ophthalmic, anterior cerebral, in- 
ternal carotid) for these arteries and when 
one is Obstructed nutrition may be satis- 
factory by diffusion. A retrobulbar injec- 


sources (central 


tion may cause not only a hemorrhage but 
even blindness by pressure:ischemia. A 
small trauma to the temple may cause 
sudden blindness, not because of a frac- 
tured bone damaging the nerve but be- 
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cause of a swelling and hemorrhage in the 
optic canal compressing the nerve. Neuro- 
surgical decompression may be indicated 
and of benefit during the first three or four 
days. 

In addition to Leber’s familial optic 
atrophy one should not forget the “com- 
plicated, infantile, familial optic atrophy 
(Behr).” This condition is accompamed 
by spasms, pareses and mental defects. 
The forms of atrophies are discussed with 
special emphasis on the various tumors 
and aneurysms which can press on the 
optic nerve. Tobacco amblyopia is a poor 
name. It is a true degeneration and not an 
amblyopia, and tobacco is probably not 
the most important etiologic factor. The 
author belheves that the methylaleohols 
contained in the various hard liquors are 
the main causative agents. Optic atrophy 
in neurosyphilis occurs frequently in 
patients with a low blood pressure. The 
first dark 
adaptation, pericecal scotomas, and cen- 


symptoms are a decreased 
tral scotomas for red and green. A com- 
bined penicillin-bismuth therapy is ad 
vised. Malaria therapy may be dangerous 
because of the lowering of the blood pres 
sure. 

Among the vascular atrophies three 
forms are distinguished. A slowly pro 
gressing peripheral form with decreased 
dark adaptation and constricted fields, an 
acute form in malignant hypertension and 
finally the atrophy in pseudoglaucomn 
with sclerosis of the carotid and ophthal 
mic arteries. Multiple sclerosis is not so 
frequently the cause of retrobulbar neu 
ritis as is sometimes stated. Among 356 
patients with neuritis 21 had multiple 
sclerosis at the onset of the neuritis; in 20 
the neurological signs developed later and 
in 36 multiple sclerosis was only sus- 
pected. Papilledema and pseudoneuritis 
are discussed. Tumors of the optic nerve 
should not only be attacked orbitally, but 
also neurosurgically. Frederick C. Blodi. 


Schweitzer, Abraham. Bilateral optic 
neuritis. Arch. chil. de oftal. 11:49-51, Jan. 
June, 1954. 

The author presents a case of bilateral 
optic neuritis which was diagnosed at the 
beginning as bilateral papilledema, but 
which in reality was a perineuritis due to 
a torpid posterior uveitis, and which was 
only correctly diagnosed when the uveitis 
became anterior. The author enumerates 
the differential facts between neuritis and 
papilledema as stated in Duke-Elder’s 
outline. Walter Mayer. 

14 
EYEBALL, ORBIT, SINUSES 


Badtke, G. Pseudotumors of the orbit in 
intracular inflammations. Klin. Monatsbl. 
f. Augenh, 125 :145-159, 1954. 

A 12-year-old girl developed unilateral 
exophthalmos after an irttis. The histo 
logic examination of excised orbital tissue 
showed a diffuse inflammation, The sec 
ond patient was a 51-year-old woman who 
developed exophthalmos in a blind eye. 
Knucleation revealed a granulomatous 
uveitis with atrophy of the retina and the 
optic nerve. The orbital tissue showed in- 
flammatory infiltration, The author as 
sumes that in both cases the orbital infee 
tion was secondary to the intraocular in 
flammation. (10 figures, 23 references) 

Frederick C. Blodi. 


Carra, G. Mallignant exophthalmos. 
Boll d’ocul. 33 :425-436, July, 1954. 

Three patients with disastrous course 
and final loss of vision are described. The 
pathogenesis and possible therapy are dis 
cussed. (33 references) K. W. Ascher. 


Day, R. M., and Werner, 5. C. Removal 
rate of radiosodium (Na*‘) from human 
orbit in Graves’ disease and in health. 
A.M.A. Arch. Ophth. 52 :85-90, July, 1954. 


Na** was injected into the orbital fat of 
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patients with hypothyroid, normal, and 
hyperthyroid states; the patients showed 
mild to severe thyrotropic exophthalmos. 
The rate of removal of Na** was measured 
in an effort to determine the importance of 
venous stasis in the production of exoph- 
thalmos. The accelerated removal of Na** 
from the orbit in hyperthyroidism was not 
altered by the presence of ophthalmop- 
athy. There was no undue delay in pa- 
tients with severe ophthalmopathy and 
euthyroid states. These findings suggest 
that venous obstruction is not responsible 
for the edema and proptosis in this dis. 
ease, Active inflammation with arteriolar 
dilatation and increased capillary perme- 
ability is suggested as the mechanism re. 
sponsible for propotosis in Graves’ dis- 
ease. (4 tables, 5 references) 
G. S. Tyner. 


Strazzi, A. Tuberculoma of the orbit. 
Boll, d’ocul. 33 :495-505, Aug., 1954. 

A tumor was removed from the inferior 
orbital rim of a 44-year-old man and re- 
curred shortly thereafter. A second tumor 
appeared in the upper nasal corner of the 
same orbit; biopsy led to the diagnosis 
of the tuberculosis. (two photomicro- 
graphs) Roentgen therapy resulted in a 
cure. Chest X-ray films showed fibro- 
sclerosis at the hilum. No Koch bacilli 
were found in the sections. (2 figures, 17 
references) K. W. Ascher. 


15 
EYELIDS, LACRIMAL APPARATUS 


kspildora-Couso, J., Vizcarra, J., and 
Prudencio, ©, Intubation of the lacrimal 
system. Arch. chil. de oftal, 11:35-41, Jan.- 
June, 1954. 


The authors give an extensive historical 
summary of the methods employed for in- 
tubation of the lacrimal system and de- 
scribe their own technique. They use the 
of local anesthesia as for 


same type 


dacryocystorrhinostomy and make a skin 
incision into the lacrimal sac, in which 
they make an opening 5 to 8 mm. long 
underneath the palpebral ligament. The 
sac is then irrigated and the nasolacrimal 
duct is dilated with a Bowman's probe. 
The authors then introduce a polyethylene 
tube into the nasolacrimal duct and dilate 
the upper portion of it, which will be lo- 
cated in the sac. Following this, the sac ts 
closed with catgut and the skin with silk. 
The best results have been obtained in 
cases of ectatic sacs and the poorest in 
simple obstructions or dacryocystitis with 
fistula. (4 tables, 6 references) 


Walter Mayer. 


Farina, R., and de Toledo Piza, P. Utili- 
zation of the occipitofrontalis muscle 
through Wiener’s fascial sling procedure 
for the correction of palpebral ptosis. 
Arch. oftal. Buenos Aires 29:163-168, 
March, 1954. 

The authors advocate the use of a strip 
of fascia lata obtained from the thigh as an 
effective means of substituting the action 
of the frontalis for that of the levator pal- 
pebrae. Not only in the absence of any 
levator and superior rectus function, but 
even in cases where these are still capable 
of contraction, this method yields gratify- 
ing results. (18 references) 

A. Urrets-Zavalia, Jr. 


Sanchez Salorio, Manuel. Sarcoma of 
the eyelid. Ophthalmologica 127 :179-183, 
March, 1954. 

A fairly rapidly growing, clinically 
chalazion-like tumor was removed from 
the upper lid of a 40-year-old woman. The 
growth seemed well encapsulated and in- 
timately connected with the upper border 
of the tarsus. Histologically it proved to 
be a round-cell sarcoma. During X-ray 
therapy directed at the lid (4800 r in 12 
doses) a metastasis developed in the pre 


auricular gland which was exemsed and 
recurred three months later while the area 
of the primary tumor remained free of any 
signs of recurrence. (2 figures, 9 refer- 
ences) Peter C. Kronfeld. 


Strampelli, Bb. Surgical elongation of the 
lid. Boll. d’ocul. 33 -417- 24, July, 1954. 


In order to lengthen the upper lid it is 
split into two sheets, a tarso-conjunctival 
skin-muscle sheet. The latter ts 
mobilized, remaining attached at its nasal 
and temporal ends, and is sutured to the 
distal end of the tarso-conjunctival sheet. 
The anterior wound surface is covered by 
a free skin transplantation, the inner 
wound by a free graft of mucous mem- 


and a 
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brane from the patient's lower lip. (10 


figures ) K. W. Ascher. 


Sverdlick, Jose. Total removal of lower 
lid for squamous cell carcinoma. Recon- 
struction following Hughes’ technique. 
Arch. oftal. Buenos Aires 29:188-194, 
March, 1954. 

Complete removal of the left lower lid 
had to be performed in a 55-year-old man 
because of an epithelioma. 
Blepharopoiesis following the technique 
advocated by Hughes (cf. Hughes, W. L.: 
Arch, Ophth. 17 :1008-1017, 1937) was en 
tirely successful. (10 figures, 7 references) 

A. Urrets-Zavalia, Jr. 


extensive 


OpHTHALMIC MINIATURE 


Oh, the Roman was a rogue, 
He erat, was, you bettum, 


He ran his automobilis 


And smoked his cigarettum, 


He winked (quo usque tandem ) 
At puellas on the Forum 

And sometimes even made 
Those goo-goo oculorum ! 


From: “Lay of Ancient Rome,” 


By T. R. Ybarra. 


NEWS 


ITEMS 


Edited by Donald J. Lyle, M.D. 
601 Union Trust Building, Cincinnati 2 


News items should reach the editor by the 12th of the month but, to receive adequate publicity, notices 
of postgraduate courses, meetings, and so forth should be received at least three months before the date 
of occurrence. 


DeatHs 
Dr. Michael James O'Connor, Tucson, Arizona, 
died October 3, 1954, aged 46 years. ~ 


ANNOUNCEMENTS 


WAYNE UNIVERSITY POSTGRADUATE COURSE 


The Department of Ophthalmology of Wayne 
University College of Medicine will give nine 
months’ training in basic beginning 
September 12, 1955. 

Six mornings a week are spent in lectures and 
laboratories. Each afternoon students are assigned to 
eye clinics of affiliated hospitals. A fundus clinic is 
held weekly ; also, one on muscles. 

Students are given 120 hours of training in physio- 
logic optics, 122 hours in histology and pathology, 
) hours in biochemistry, 40 hours in neuro-anatomy, 
and so forth. 

Tuition is $500. Brochures on the basic science 
course will be mailed upon request. For further 
information write to: 

Dr. A. D. Ruedemann, Chairman 

Department of Ophthalmology 

690 Mullett Street 

Detroit 26, Michigan 


STANFORD CONFERENCE 

Stanford University School 
Francisco, will present the annual postgraduate con- 
ference in ophthalmology, March 21 to 25, 1955. 
Registration is open to physicians who limit their 
practice to the treatment of diseases of the eye or 
of the eye, ear, nose, and throat. Instructors will be 
Dr. A. Edward Maumenee, Dr. Dohrmann K. 
Pischel, Dr. Jerome W. Bettman, Dr. Max Fine, 
Dr. Earle H. McBain, and Dr. Arthur J. Jampolsky. 
Registration will be limited to 30 physicians. Further 
information and programs may be obtained from: 

Office of the Dean 

Stanford University School of Medicine 

2398 Sacramento Street 

San Francisco 15, California 


Acnernt EINSTEIN RESIDENCIES 


The Albert Einstein College of Medicine of Ye- 
shiva University offers senior and junior residencies 
in January and July of 1955 at the Bronx Municipal 
Hospital Center. The hospital is a general one and 
contains 1,400 beds, all of which are to be used for 
city ward cases. Active, surgical, and out-patient 
services will be available. Teaching and research 


will be part of the training program. The entire hos- 


of Medicine, San , 


pital is staffed by the faculty of the medical college. 
For further infgrmation please write to: 
Dr. Max Chamlin 
Department of Ophthalmology 
Albert Einstein College of Medicine 
Bronx 61, New York, New York 


TREACHER COLLINS PRIZE ESSAY 


Under the above title, the Council of the Ophthal. 
mological Society of the United Kingdom has inst:- 
tuted a prize of £100, awarded triennially, for the 
best essay submitted upon a subject selected by the 
council, 

The prize shall be open to qualified medical prac- 
titioners of any nationality, 

The essay shall be written in the English language. 

The subject for the next award of the prize is 
“Diseases of the lacrimal apparatus and their treat 
ment.” 

The closing date for sending in essays for this 
award is December 31, 1956. Essays should be sub 
mitted to the Honorary Secretary, Ophthalmological 
Society of the United Kingdom, 45 Lincoln's Inn 
Fields, London, W.C. 2, from whom also any 
further particulars can be obtained. No name should 
be on any essay, but a distinguishing pseudonym or 
quotation, which should be upon a sealed envelope 
containing the candidate's name and address, should 
accompany the essay. 


AMERICAN COLLEGE OF SURGEONS MEETING 


More than 2,500 surgeons, surgical specialists, 
nurses, anesthesiologists, and other medical person- 
nel from Canada and the United States are expected 
to attend a comprehensive, four-day sectional meet- 
ing of the American College of Surgeons in Cleve- 
land, Ohio, February 21st through 24th at the Hotels 
Cleveland and Hollenden. In length and scope this 
meeting will approach that of the annual clinical 
congress. Dr. Stanley O. Hoerr, Cleveland, is chair- 
man of the Committee on Arrangements. Dr. Lorand 
V. Johnson, Cleveland, is chairman of the program 
on ophthalmology which will include : 

Symposium on glaucoma; “The aqueous humor 
and intraocular pressure,” Dr. V. Everett Kinsey, | 
Detroit; “The pathology of glaucoma,” Dr. Georgi- - 
ana D. Theobald, Oak Park, Illinois; “The diagnosis 
of glaucoma,” Dr. Peter C. Kronfeld, Chicago; 
“Newer aspects of medical treatment of glaucoma,” 
Dr. Irving H. Leopold, Philadelphia; “Surgical 
indications and choice of surgery for glaucoma,” 
Dr. Paul A. Chandler, Boston ; and “Recent develop- 
ments in the treatment of glaucoma associated with 
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uveitis,” Dr. Adolph Posner, New York 

At a joint meeting of the American College ot 
Surgeons and the Cleveland Ophthalmology Club, 
Dr. Brown M. Dobyns, Cleveland, will present a 
paper on “The endocrine basis for exophthalmos.” 
Nonoperative clinics will be conducted by Dr. Lo- 
rand V. fohnson, and associates. 


( HICAGO CLINICAL CONFERENCE 


The Chicago Ophthalmological Society will hold 
its annual clinical conference at the Drake Hotel, 
Chicago, February llth and 12th. Speakers at the 
conference will be: Dr. Adolph Posner, New York ; 
lor. Arthur Linksz, New York; Dr. lames H. Allen, 
New Orleans: and Dr. Algernon B. Reese, New 
York. 

Among the topics to be discussed are 

“Interpretation of diagnostic procedures in glau- 
coma”; “Surgical principles and techniques in glau 
coma”; “Practical aspects of aphakic corrections” ; 
“Climeal sigmheance of the horopter”; “Cataract 
surgical problems”; “Medical trends in allied fields 
applicable to ophthalmology.” 

The fee for the conference is $35.00, and further 
information may be obtained from the registrar: 

Miss Maud Fairbairn 
& West Oak Street 
Chicago 10, Hlinois 


MISCELLANEOUS 
NSPB Grants 

Grants totaling $22,500 for research projects 
against the blinding eye diseases have been an- 
nounced by the National Society for the Prevention 
of Blindness. 

In making the announcement, Dr. Franklin M 
Foote, executive director, said that 40 percent of 
the amount ’is being used to help isolate the cause of 
retrolental fibroplasia 

Eye research workers now receiving retrolental 
fibroplasia grants from the National Society for the 
Prevention of Blindness include: Dr. L. Emmett 
Holt, New York University-Bellevue Medical 
Center; Dr. Arnall Patz, Georgetown University, 
Washington, D.C.: and Dr. Theodore H. Ingalls, 
Harvard University, Cambridge. In addition, the 
society is helping to support a major co-ordinated 
retrolental fibroplasia study in 16 hospitals in various 
parts of the country. 

Other scientists receiving grants from the society 
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are: Dr. William Stone, Ir., Massachusetts Eye and 
Ear Infirmary, Boston, for research on “Retention 
of foreign bodies in corneal tissue”; Dr. Irving H 
Leopold, Wills Eye Hospital, Philadelplua, on “Fae- 
tors influencing choroidal circulation”; William 
Reinerdeutsch, Ph.D., New York Eye and Ear In- 
firmary, for research on “Eye infections”; Dr. 
K. W. Ascher, University of Cincinnati, College of 
Medicine, for a study of “The aqueous veins and 
glaucoma”: Dr. Hunter H. Romaine, New York 
tye and kar Infirmary, on “Retinitis pigmentosa 
amd other retinal diseases”: and Dr. Frederick C 
Cordes, Umversity of Calitornia Medical Center, 
San Francisco, on “Screening hospital m-patients 
tor glaucoma.” 

The National Society for the Prevention of Blind. 
ness was established im 1908, and carries on a pro 
gram of research, education, and service to conserve 
vision. The society is supported entirely by voluntary 
contributions from 50,000 members and friends m 
every state of the union, 


Socreries 


HeOOKLYN MEETING 


At the I3lst regular meeting of the Brooklyn 
Ophthalmological Society, Dr. Isadore Givner, New 
York, presented a paper on “Ocular aids im the 
diagnosis of systerme disease.” Officers of the society 
are: President, Dr. Donald E. Swift; vice-president, 
lr. Louis Fremark, secretary-treasurer, Dr. Nich- 
olas P. Tantillo; associate secretary-treasurer, Dr 
A. Benedict Rizzuti 


PeRSONALS 


Dr. Paul A. Chandler, Boston, will be the honor 
guest in ophthalmology at the spring clinical con- 
ference of the Dallas Southern Clinical Society to 
be held in Dallas, Texas, March 14th to 17th. 


Dr. Joseph Igersheimer, Boston, presented the 
eighth annual Mark |. Schoenberg memorial lecture 
on December 6th, at the New York Acatlemy -of 
Medicine. The subject of Dr. Igersheimer’s address 
was “The pathology and treatment of optic-nerve 
diseases.” 


Dr. Algernon B. Reese, New York, will deliver 
the llth annual Gifford Memorial Lecture, spon 
sored by the Chicago Opthalmological Society, at 
the Drake Hotel, Chicago, on February 11th 
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More and more people are 


wearing AO TRIFOCALS 


TILLYER 
Ful-Vue 


Increasing confidence in the suita- 
bility of Trifocals is shown by the fact that 
sales of AO Tillyer Ful-Vue Trifocals are in- 
creasing faster than the potential number of 
Trifocal wearers. More and more presbyopes 
whose multifocals require an add of 1.75 
or more are getting otherwise unobtainable 
visual clarity a comfort through AO 
Tillyer Ful-Vues. 

AO Tillyer Ful-Vue Trifocals, made to 
Tillyer curves for maximum marginal correc- 
tion, give optimum comfort mes easy, rapid 
adjustment. Image jump is minimized, object 
displacement is approximately the same as for 
single vision lenses. Unwanted shelf refrac- 


tions and reflections are minimized by the 
use of the new thin segments. 

Ask your AO Representative for your copy 
of “Trifocals Today”, an interesting brochure 
on the present status of development and use 
of Trifocals. 

Sample AO Tillyer Ful-Vue Trifocal lenses 
are available to members of the professions. 
Ask your AO Representative or write to the 
Lens Division at Southbridge, Massachusetts. 


GUARANTEE — If patients are dissatisfied with 
their AO Tillyer Ful-Vue Trifocals for any reason 
within sixty days, lenses will be replaced free of . 
charge with Tillyer Bifocal lenses of your choice and 
prescription. 


American Optical 


Reg. by American Optice! Compony 
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urpose of the Guild | 


@ The aim of the Guild of Prescription 
Opticians of America is to advance the 
science of ophthalmic optics through 
the development of a country-wide 
ethical optical dispensing service that 
comprehensively meets the needs of 
the Eye Physicians and their patients; 
and to educate the public to the fact 
that the Eye Physician-Guild Optician 
type of eye service truly renders the 
most desirable form of eye care. 


This statement of the Guild's purpose is reprinted from the cover of the REPER. 
ENCE LIST OF GUILD OPTICIANS, a geographical index of all our members. 
lf you would like a copy, just drop a two-penny post card to 


The Guild of Prescription — 
Opticians of America, Inc. 


110 E, 23rd Street New York (10) N.Y. 
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NOW—The NEW 


EXPLOSION-PROOF 
Mueller-Lancaster Portable 


EYE MAGNET 


The powerful, dependable Lancaster Eye 
Magnet has been redesigned by our engi 
neers and is now the first—the only—port 
able eye magnet completely explosion 
prool—completely safe—tor use in any 
operating room in the presence of ex 
plosive atmospheres. Noiseless, requires no 
“warming up.” Single control is the 5 


=>. = 


momentary contact footswitch. Complete 
in sturdy case with inter. 
changeable silvered probe 
tips, two sterilizable cloth 


sleeves, necessary wrenches, F 
AC only. (Patent Applied For) 


Order Direct From Us—Iinstrument Makers To The Profession Since 1895 


Mueller 330 SOUTH HONORE STREET 
A & Ue: CHICAGO 12, ILLINOIS 


GREEN'S ELECTRIC TREPHINE 


IMPROVED MODEL BY DAVID KADESKY, M.D. 


The instrument simplifies the operation of trephining for Glaucoma or Corneal Transplantation. 
Blades are provided with a shoulder that prevents penetration beyond 1.1 mm., and are 
available in 14% mm., 4.5, 4.6, 5.5, 5.6, 6.5, 6.6, mm. diameters. 


$95.00 


PARSONS OPTICAL LABORATORIES, INC. 
518 Powell Street San Francisco 2, Calif. 


hz 
1x, 
We 
4 
WY, 
— 


AMERICAN JOURNAL OF OPHTHALMOLOGY XXX 


PRESCRIPTION OPTICIANS 


CHICAGO, ILL 

ST. LOUIS, MO. ALMER COE & COMPANY 

Erker Bros. Optical Co. a 
Established 

610 Olive Street | 10 N. Michigen Ave. 

5i8 N. Grand Boulevard 1645 Orrington Ave., Evanston, ili. 

and Clayton, Mo. 

Prescription Opticians Since 1879 


PORTLAND, ORE. 


Hal. H, Moor, 315 Mayer Bidg. 


Guild Optician 
Dew Opti 
PRESCRIPTION SPECIALISTS 


Suite 101 tchigen 
Avenue | -INCINNATI, OHIO 
Chicago, Illinois 
L. M. Prince Co. 


Phone RAndolph 6-2243-44 Established 1872 


P ription Opticians 
DEALERS IN OPHTHALMOLOGICAL 
EQUIPMENT Sole makers of Coflexic 


Corrected Curve Lenses 


PAUL G. DAVIES 


DISPENSING OPTICIANS 
Prescriptions of Eye Physicians exclusively 


906 S. W. TAYLOR ST. PORTLAND 5, OREGON 
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SURGICAL INSTRUMENTS CO., INC., 
520 FIFTH AVENUE, NEW YORK 36, N. Y. 
LONDON ESTABLISHED 1875 PARIS 


BERKE PTOSIS CLAMP 


Raymond Berke, M.D., Hackensack, N.J. ' 


This clamp has interlocking serrated 
blades, It holds levator tendon securely 
and flat while it is being freed from its 
several attachments. Prevents bunching 
of the levator muscle by traction «su- 
tures. The clamp is easily placed and a 
sliding attachment locks the blades 
securely together and requires only one 
hand to manipulate. 


process 
demands 


both...” 


Anything worthwhile and useful must go through a painstaking process of 
preparation before it becomes acceptable for the purpose for which it is prepared. 
In opticianry, that process demands both precision equipment and expert workmanship. 


And, thanks to these master craftsmen with their 

modern precision tools, the name BENSON has become 
synonymous with “quality,” and the BENSON 

organization has become a leader in fine optical production. 


Since 1913 oo“ Executive Offices - Minneapolis, Minn. 


LABORATORIES IN LEADING UPPER MIDWEST CITIES 
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BERENS SQUARE PRISMS 


These prisms have many advantages over glass 
WILL NOT BREAK OR CHIP @ LIGHT IN WEIGHT e¢ LOWER COST 
CAN BE REPOLISHED 
These advantages make them ideal for rental sets to patients for 
prism exercise, are available in any combination with or without leather 
covered cases, prices on request. 
Made in six standard sets: 


No. 8-4 1 each 5-10-15-20 No. S-6 2 each 10-15-20 

No. S-8 2 each 5-10-15-20 No. SS-8 1 each 3-5-8-10-12-15-20-25 
No. 8-16 1 each %4-1-2-4-6-8-10-12-15-20-25-30-35-40-45-50 

No. leach '4-1-2-3-4-5-6-7-8-9-10-12-14-16-18-20-25-30-35-40-45-50 


50 Available at all optical and surgical suppliers. 
Manufactured by 
4920 N. Lawrence St. R. O. GULDEN Philadelphia 20, Pa. 
Our new complete brochure is now ilable 


OPHTHALMIC INSTRUMENTS 
OF PRECISION 


15 WIGMORE STREET, 
LONDON, 
ENGLAND. 
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PRESCRIPTION SERVICE FOR ALLERGIC DISEASES 


Allergenie Extracts, Diagnostic and Therapeutic 


Devoted exclusively to the manufacture of pollen, fungus, epidermal, food, dust, and 
miscellaneous allergenic extracts for the diagnosis and treatment of allergic conditions. 
A pollen check list for your state and other literature sent on request. 

U.S. Gevermment License Neo. 105 1929 

ALLERGY LABORATORIES, INC. 


Pasteur Medical Building LLIN. Lee Avenue 
Oklahoma City 1, Oklahoma 


The test of time proves that the “LACRILENS”® contact lens can be worn 
for long periods of time in aphakia and in all sports, including swimming. 


Write for Brochure 


® 
Branches in PHILADELPHIA + MONTREAL + JOHANNESBURG 


GREINER & MUELLER 


Expert makers 
of artificial human eyes 


GLASS & PLASTIC 


55 Washington . . Chicage 2, Il. 
Phone FR 2-444 
Branches at Kenses City, Me., Detroit, Mich. 
OW Sate regularity. Serving the Miagle West since 1024. 
Eye making has been a family tradition 
with us since 1835. 


“LACRILENS: = 
Manufacturers of | 
Lilcralories uc. 
Fe 49 East 51st Street, New York 22, N. Y 
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CHICAGO OPHTHALMOLOGICAL SOCIETY 
1955 CLINICAL CONFERENCE 


February 11-12, 1955 


The Drake Hotel 


PRELIMINARY PROGRAM 


Speakers: 


Adolph Posner, M.D., New York, N.Y. 
Arthur Linkez, New York, N_Y. 
James H. Allen, M.D., New Orleans, La. 
Algernon Reese, M.D., New York, N.Y. 


* Several local authorities in Ophthalmology 
and allied medical fields. 


Topics: 

Interpretation of Diagnostic Procedures in 
Glaucoma 

Surgical Principles and Technics in Glau- 
coma 

Practical Aspects of Aphakic Corrections 

Clinical Significance of the Horopter 

Cataract Surgical Problems 

Medical Trends in Allied Fields Applicable 
to Ophthalmology 

(More to be arranged) 


Fee $35.00 (Round table luncheons included) 
Registrar: Miss Maud Fairbairn, 8 West Oak St., Chicago 10, TL. 


THE ELEVENTH ANNUAL GIFFORD MEMORIAL LECTURE 
Dr. Algernon Reese, New York, N.Y. : 
5:30 p.m., February 11, 1955, The Drake Hotel 
The Chicago Ophthalmological Society cordially welcomes all ophthalmologists to attend the 


Gifford Memorial Lecture. 


GILL MEMORIAL EYE, EAR, AND 
THROAT HOSPITAL 


Announces to the Profession 


TWENTY-EIGHTH ANNUAL 
SPRING CONGRESS 


OPHTHALMOLOGY AND 
OTOLARYNGOLOGY 


April 4 to April 9, 1955 


GUEST SPEAKERS 


Heary L. Birge, M.D. Hartford, Connecticut 
Paul Boeder, M.D. Southbridge, Massachusetts 
William B. Clark, M.D., 

F.A.C.S8. New Orleans, Louisiane 
Den M. Gorden, VD. New York, New York 
Anderson C. Hilding, Dulath, Minnesota 
Chevalier L. Jackson. M.D. Philadelphia, Pennevivenia 
Hertha Klien, M.D. Chicago, 
Walter E. Loch, MLD. Baltimore, Maryland 
T. GC. Martens, M.D. Rochester, Minnesots 
Danie! S. Miller, M.D. Boston, Massachusetts 
Major General Daniel Ogle 

Waeshington, D.C. 
Thomas Paine, M.D. Ann Arbor, Michigan 

Paton, 

F.A.C. New York, New York 
James MD. New York, New York 
Albert dD. Kuedemann 

MD... F.A.C.8. 

Rebert E. Ryan, 
Richard Schneider, VLD. Ann Arbor, Michigan 
John Sheldon, M_D. Aon Arbor, Michigan 
G. Edward Tremble, M.D. Canada 
Grent Ward, M.D. Baltimore, Maryland 


Por Further Information Write: 
Superintendent, Hex 1789 Reancke, Virginia 


Detroit, Michigan 
St. Louls, Missourt 


MID-WINTER CONVENTION 
THE NEW ORLEANS 
ACADEMY OF 
OPHTHALMOLOGY 


January 31 thru February 4, 1955 


Featuring A SYMPOSIUM ON 
OCULAR MOTILITY by 


Harold W. Brown, ’M. D. 
Hermann M. Busien, M.D. 
Prank D. Costenbeder, M.D. 
Walter H. Pink, M.D. 
George P. Guibeor, M.D. 


The program will include round table discussion 


periods. 


The registration fee of $75 includes associate 
membership in the Academy for the year 1955 
as well as all other features of the convention 


Hotel Reservation should be made EARLY by 
writing directly to the lung Hotel, 1500 Canal 
Street, New Orleans, Louisiana or to 211 South 
Saratoga St.. New Orleans, Louisiana 
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WOVES FACS 


This instrument was designed to prevent recur- 
rence of chalezions following operation, and 
46 make the procedure more simple. 


# vertical linear incision is made through the 
conjunctiva and tarsus. Then the lower jaw of 
the inetrument is slid under the edge of the inci 
nom, end enough of the tarsus is removed to 
expose the whole of the interior of the sac. This 
makes it @asy to see that the contents is thor- 
Gighiy removed after curettage. The punch 
removes a button three millimeters in diameter, 
but the opening can be easily enlarged with the 
punch if desired. By leaving the sec wide open, 
the wound granulates in, making dissection of 


“QPHTHALMIC BASIC COURSE IN 
LITERATURE’’ ORTHOPTICS FOR 
AN ABSTRACT JOURNAL IN ENG- TECHNICIANS 
LISH OF THE WORLD'S CUR- 
‘ by the 
Indispensable to the busy practi- | June 20 to August 13, 1955 
tioner for quick reference and 1 At the Depenment of Ophthalmology 
timely useful information. College of Medicine 
“Ophthalmic Literature” and In- State University of lowa 
dex (8 numbers) Yearly sub- Didactic Lectures and Practical 
scription—Four Guineas ($13.50 Demonstrations by 
U.S.A.). Published by British Outstanding Faculty 
Medical Association. For Applications and further information 
U. S. A. Agent write to 
GRUNE & STRATTON, INC. Heamann M. Buatan, M.D. 


Department of Ophthalmology 
University Hospitals 
lowa City, lowa 


381 Fourth Ave. 
New York 16, New York 


‘ 
For further information on 
all Lawton products, visit 
your local surgical supply 

dealer. 


VIS 


Many Cases with visual acuity as low as 2% 
can be aided by 


These successful aids to subnormal vision are 

available in two powers, 1.7 or 2.2 diam- 

eters. Spectel telescopic spectacles are fitted 

without complicated equipment or proced- 

ures, Trial sets are moderate in price. 

Complete details in Bulletin 302, available TELESCOPIC 
from your optical supply house or direct SPLCTIACLSS 


from us. 


PLANT, NORTHAMPTON, MASSACHUSETTS ptical cor PORATION 


NEW YORK OFFICE: 30 CHURCH ST.,/7 NEW YORK 7, N.Y. 
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THE 
BRITISH JOURNAL OF 
OPHTHALMOLOGY. 


Published monthly by 
The British Medical Association 
Annual Subscription $13.50 


OPHTHALMIC. LITERATURE 


A comprehensive quarterly abstract of 
ophthalmology and cognate literature. 
Annual Subscription $13.50 


Subscriptions to: 


GRUNE AND STRATTON, INC. 
381 Fourth Avenue 
New York 16 


New York, U.S.A. 
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DISPENSING SERVICE 


Conoven- Spacth® 


MAGNETIC CAMPIMETER 


*EDMUND B. SPAETH, M.D. 
PHILADELPHIA, PA. 


This new precision instrument gives 
accurate determinations and correct 
configuration of the visual field with 
great savings of time and effort. 
The Conover -Spaeth Campimeter 
is 24” square. It is placed on a table 
with the patient seated in front, his 
eye positioned 10%" from the central 
fixation point. The operator, stand- 
ing behind the screen, facing the 
patient and looking directly into the 
patient's eye, is able co detect the 
slightest wavering. The test object is 
introduced to the visual field from a 
“Concealment Circle” and is con- 
trolled by a magnet from the back of 
the campimeter. The patient is not 
able to anticipate or even guess on 


109 N. Wabash Ave., at Wash. 


Main Office: 


which radius or from which side, 
right or left, the test object will appear. 

This assures accuracy and elimi- 
nates time-consuming’ rechecking. 

The back of the campimeter is 
clearly marked in degrees of the 
circle and angles of vision to con- 
form to the standard Berens chart. 
Each radius tested is immediately 
entered on the chart . . . No markers 
to be placed of removed, 

The time saved in each examina- 
tion Creates Opportunities for more 
“fields” or other office work. 


VABSOLUTE ACCURACY 
VFAR FASTER 


Write for detailed information. 


OPHTHALMIC 
OPTICIANS 
Wholesale I} Service 


Branch Offices: 


1920 W. Harrison St. at Ogden 
Central Ave. Wilmette, iil, 


ly 
‘ 
- 
’ 
‘ 
(formerly Belgard, Inc.} 


MONOPLEX 


CUSTOM FITTED FOR MAXIMUM COMFORT 
Regardless of socket shape, Monoplex Eyes 


can be custom fitted for maximum wearing comfort. . . 
best cosmetic appearance. Minor physical 
modification can easily be made by the fitter. 


Furnished in eighteen shapes, these all-plastic, non- 
toxic eyes are adaptable to requirements of the 


majority of cases. Write for ““Monoplex Eye Fitting 
Manval’’ 9763 for fitting techniques and suggestions. 


American Optical 


1 TM. Reg. by American Optics) Company Ww) 
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